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You have heard much of Medical Economics 
during the past few years. You have thought 
much about it; it has confronted you during 
every waking moment. You have formed 
your opinions, and have reached or attempted 
to reach a solution of its problems. 


The medical profession today is confused as 
to its present economic state and particularly 
as to its future developments. The question 
today is: Have we been jockeyed or are we 
being jockeyed into a position from which we 
will be unable to extricate ourselves, and 
which will be used as a basis upon which will 
be built an intolerable condition that we will 
be compelled to submit to, or are we ready to 
realize the situation is still within our control 
if we institute aggressive action? 


Governed by ideals and traditions, the medi- 
cal profession has never failed to meet any 
emergency arising when it saw it or when it 
was called upon. Are we in danger of having 
these impelling impulses traded upon? Are we 
géing to remain passive and depend ‘upon 
benevolence from whatever source that will to 
give us our place in the sun, or are we going 
to create our own place? 

In the matter of medical relief of the indig- 
ent we should resist any action on the part of 
lay people to attempt to determine whether or 
not a sick person is to receive medical relief, 
when he should receive it, and to what extent. 
Only a person with medical experience is able 
to decide these questions, and to have to toler- 
ate any other procedure materially degrades 
medical relief and does not give the sick per- 
Son adequate and necessary aid. This very 


often: tends to imperil the life or the future 
health of the individual. 

A physician, accepting employment under 
such adverse conditions, is unable to render 
reasonably necessary and humane aid to his 
patient and is unfair to himself, unless as un- 
doubtediy frequently happens the physician 
renders the necessary aid regardless of lack 
of authority with the result of financial loss to 
himself. The question of what a physician’s 
legal obligation is, under these adverse condi- 
tions in respect to an “implied contract”, may 
yet require a decision. 


The medical profession from the beginning 
has given unstintedly of its ability, substance, 
and time to the relief of the indigent, governed 
solely by its ideals and traditions, relieving the 
Government (Federal, State or Local) of its 
responsibilities to its own financial loss. Even 
under the present relief system, whose very 
basis of existence is the relief of distress, the 
profession is still expected and compelled to 
render a considerable portion of medical relief 
without compensation. This was not intended 
to be; on the contrary, adequate relief was to 
be extended to all indigent. How long is this 
imposition to continue and we to carry a bur- 
den rightfully an obligation of the Government 
or of its subdivisions? The passage of time and 
the changing conditions demand that we cast 
off this long-worn yoke. 

The profession should also resist any tend- 
ency to have medical services evaluated by 
lay persons. Our services cannot be measured 
by any commercial rule of thumb—the only 
basis from which the layman’s mind could 
operate in this respect. No attempt to put a 
commercial value on medical service has ever 
succeeded. 

No other professional or commercial group 
has been asked to make, or has acquiesced to 
the monetary sacrifice in their part of the re- 
lief scheme that the medical group has. Full 
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market price is being paid the trader for com- 
modities and supplies issued the unemployed 
and the sick, assuring him of his full quota of 
profit, while the medical group is induced to 
accept, on the plea of an existing emergency, 
compensation much below its long prevalent 
fee schedule. 

Conditions of practice under adverse cir- 
cumstances soon become intolerable. In order 
to prevent this situation from arising, the pro- 
fession of the state should, for both the up- 
holding of competent and adequate medical 
relief and for its own comfort and welfare, 
work out an acceptable plan consistent with 
its ideals and traditions, and submit it to all 
relief agencies of whatever nature or type 
operating, as the only conditions under which 
the profession can accept employment. 

A movement of this nature by this society 
would not be an isolated action. Other state 
societies or their components having had dis- 
agreeable experiences, have already formulat- 
ed and put into force such plans with consider- 
able success. 

Then, there exists that large group—the 
backbone of our citizenry—the middle class— 


those of moderate and low income, unprovided 


for. This group is seldom able to meet or to 
partly meet the expense of prolonged illness 
or hospitalization, when suddenly confronted 
with it. Attuned to a scale of living, demand- 
ing as necessities material things considered 
and never attained, by people of the same class 
in foreign countries, as luxuries, they demand 
medical service and its auxiliaries far beyond 
the expectations or desires of those living in 
foreign lands. 

All development in the United States, based 
on our Constitution, has operated to produce 
the highest possible type of social advantage, 
and you can not blame John Citizen for want- 
ing it. But it has been growing beyond his 
ability to pay for it, particularly, that part with 
which we are concerned. The medical neces- 
sity of a family for a year is always of an un- 
certain and unknown quantity, and consequ- 
ently not taken into consideration in allocating 
the family income. When such a necessity 
suddenly swoops down upon a family, it is un- 
prepared to meet it; but the grocer’s bill, the 
automobile and radio installments must be al- 
located from the income and must be met. 
Therefore the uncertain item, that of medical 
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expense, suddenly thrust upon a family is left 
to haphazard chance, squeezed out of this or 
that part of the income not in prospective de- 
mand in small allotments, at indefinite inter. 
vals. This class of accounts is the one clog. 
ging the physician’s ledger—open accounts for 
years never paid up fully, or worse yet never 
receiving, over a period of years, even one cre. 
dit to sweeten it. 

These are the frozen assets on a physician's 
books which over a period mount to a high 
sum, and upon which the physician depends 
for a competency on which to spend his de. 
clining years in comfort. This hope is seldom 
attained; most medical men die in harness. 

Although a fee schedule for services has 
been in existence for years, the physician's 
charges, in most instances, are based upon the 
individual’s ability to pay—a vestige of the 
traditional Honorarium system—with the ex- 
ception that it is governed by the physician. 
The difficulty is one of collection. 

As time passes and world conditions change, 
demanding more and more of us in the way 
of knowledge and equipment, we must think 
of ways by which we can get the wherewithal 
to meet the situation. This means that we 
must develop some plan meeting our particu- 
lar needs, which will obviate the present situa- 
tion, yet which conforms to the ideals and tra- 
ditions of the medical profession of the United 
States. 

It is my opinion that the State Medical So- 
ciety should, since there are only 12 compon- 
ent county medical societies in the 41 counties, 
take steps to study, formulate and adopt a 
suitable plan of operation applicable alike to 
urban and rural practitioners, if such a blanket 
plan be possible, or, if this be impossible, on? 
that could be put into operation by existing 
county societies and other applicable to opera 
tion by isolated practitioners. 

The medical profession assailed upon all 
sides by various schemes of medical practice, 
some borrowed from foreign lands and some 
propounded by a group of persons in our own 
land, seemingly altruistic, but imbued only 
with the idea that government is an instru 
mentality for the attainment of their individual 
and personal ambitions, must be alert to the 
potential danger. 

No schemes of medical relief now operating 
in foreign countries seem to have elements 
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embodied in them which do not prove distaste- 
ful to the American physician, and which do 
not violate our ideals and traditions. Be these 
schemes socialistic, communistic, utopian or 
what have you, in character they all have the 
same odor. 

I wish to thank you for your attentive in- 
terest in a subject probably uppermost in your 
minds, previously presented in many forms, 
and of which you have undoubtedly formed 
definite opinions. 

I am impelled to bring this to you now be- 
cause of this situation confronting us—a situa- 
tion loaded with disappointments to us, and, 
particularly, to those who are to follow us, un- 
less we, as an organized body, take it in hand 
now, formulate our own rules and regulations 
for handling it—to the end that we, who know 
better than any other group the medical nec- 
essities of our people, how best to provide for 
them, and how to administer to them, assume 
at once an aggressive control by study, con- 
sideration and adoption of suitable methods. 

It is not my intention to weary you with a 
long dissertation; we have much to do. 

This society is organized—the meetings held 
for the advancement of medicine and our mu- 
tual benefit. I earnestly hope that by co- 
operation we may accomplish much for our 
own good. To this end I hope that the House 
of Delegates will see fit to swing into action 
at this session of the New Mexico Medical So- 
ciety. 





SOME REMARKS CONCERNING 
CLINICAL PATHOLOGY 


L. O. DUTTON, 
El] Paso, Texas 


(Presented to El Paso County Medical Society 
Feb. 11, 1935.) 


My thesis is that the day of the independent 
clinical pathologist in the scheme of medical 
practice is passing, due largely to the reluc- 
tance of competent young men who become 
‘amiliar with the specialty to accept the yoke 
Which the remainder of the medical profession 
is waiting to thrust upon them. To make clear 
My position, it is necessary to recapitulate a 
moment and recall to you the steps that have 
brought this state of affairs to pass. 


When microscopy was in its infancy in this 
country, and when clinical pathology was be- 
ing founded, the laboratory worker was con- 
sidered somewhat as a person apart, due to 
absolute unfamiliarity of the clinicians with 
his work. Most of the tests, although crude 
compared with the tests of today, were sur- 
rounded with an aura of mystery that only the 
laboratory worker with suitable hokus pokus 
and magic could penetrate. Fees for these 
tests were out of all proportion to their value 
in many instances and the laboratory worker 
had no difficulty in making a good living and 
maintaining an enviable position in the pro- 
fession. In those days a urinalysis was quite 
an advertising stunt and impressed many a 
skeptical patient; the Wassermann test had the 
proportions of a rite and profited the serolo- 
gist $25.00 or more, and a biopsy was the su- 
preme court of last resort being accorded the 
respect and homage due its station. 

As time passed competition in the field grew, 
methods became simplified, fees were lowered 
and the volume of work increased. ‘The sim- 
pler tests became routine, clinicians became 
familiar with their value and. gradually the 
laboratory worker, who in most instances was 
an experimenter by nature, became swamped 
by an excessive load of, to him, drudgery. 
Gradually the outstanding men in the field 
began to withdraw into institutions where the 
lesser routine items were done by underlings 
and where they could devote time and talents 
to study and advancement. Those who re- 
mained in the field resented the circumstances 
under which most of their work was done. 
Their lot became that of automatic tester. They 
were commanded to “test this”, “test that”—Is 
this pernicious anemia?” Have I ge. on this?” 
Never a sight of a clinical record! Rarely a 
glimpse of a patient! They were permitted to 
delve into the bodies of deceased patients, 
more often than not, doing the tiresome task 
alone and without stimulus of the clinicians’ 
interest whose curiosity died with the last 
breath of the unfortunate victims. 

In spite of all this, however, many were 
satisfied and followed their specialty with pro- 
fit until it became universal for young medical 
graduates to be able to at least follow direc- 
tions in laboratory procedures and for nurses 
and other technicians to be “graduate” in large 
numbers. This circumstance quickly ushered 





in the era in which the clinical pathologist 
somewhat uncomfortably finds himself at pres- 
ent. There exists a body of laboratory pro- 
cedures which serve as the “bread and butter” 
makers. This group of tests has almost en- 
tirely been taken over as the special province 
of hospitals and back office laboratories of the 
clinicians. Indeed many groups and clinics have 
equipped laboratories to take care of their 
entire laboratory needs. I admit the accusa- 
tion before it is uttered that the clinical patho- 
logist is partly to blame for this, but not en- 
tirely so. Today of necessity the clinical pa- 
thologist must be satisfied with a small portion 
of this type of work and to make a going con- 
cern of his laboratory he must have equipment, 
reagents and personnel ready to do the more 
rare and difficult procedures that arise from 
time to time. Such a state of affairs, can not 
exist for long. In the future either we must 
be content to see:all of our laboratory work 
done in large institutional laboratories under 
the direction of comparatively few men or we 
must find a new system under which to work. 

If I could visualize that the interest of the 
ideal practice of medicine and the well being 
of the patient could best be served by institu- 
tional laboratories, I should be philosophical 
enough, I hope, to view the passing of the clini- 
cal pathologist without regret, but I can not 
do so and necessarily must hope for a change 
that will be of lasting benefit to the clinical 
pathologist, the clinician and the patient. 

I venture to suggest somewhat the course 
this change must take to be of greatest benefit. 

First the clinical pathologist must change his 
viewpoint somewhat, becoming not less of the 
bench worker, but more of the clinician. 

Second the profession at large must look up- 
on him as a consultant. Let the request be not 
“do such and such a test” but “here is the 
clinical picture; do what you can to clear up 
the picture.” 

Third, the clinical pathologist must see to it 
that work of this character is not made too 
expensive for the patient. This can only be 
done by volume increase of the more elaborate 
tests. : 

The two major stumbling blocks, checking 
the increased use of the clinical pathologist, 
are, first the present charges for complete lab- 
oratory service and second the unfamiliarity 
of clinicians with the less usual procedures 





and the benefit to be derived from their per- 
formance. 

At the present time, in the bulk of medical 
circles the clinicians and clinical pathologists 
are not working for the greatest benefit to the 
patient. Until there is greater cooperation be- 
tween them, we will not be living up to the 
ideals for which we are supposed to stand. 
That you as clinicians are not availing your. 
selves of what competent clinical pathologists 
have to offer you all know. That the clinical 
pathologists are obstructing your desire to do 
so in some ways is also true. This state of 
affairs will continue so long as the clinical 
pathologist and his laboratory are considered 
merely as a place in which to place a specimen 
and a “report” comes out in the course of 
time. 

A survey of the specimens and requests for 
laboratory examinations make it apparent that 
even many of our lowly routine tests are 
neglected. Simple routine blood counts and 
hemoglobin estimations are sadly neglected. 
The less usual items of blood volume index, 
reticulocyte count, platelet count, clot retrac- 
tility, fragility test and others are rarely called 
for until the clinical pathologist suggests them 
—at the risk of appearing to be drumming 
business. 

In surgery where the paramount problem 
facing the surgeon is not that of the need or 
lack of need of operation, but rather is the 
patient’s resistance such that an operation is 
safe, the assistance to be gained from a clinical 
pathologist is much more often than not ne- 
glected. 

The simple blood chemical estimations and 
kidney function tests, which may so clearly 
indicate what to expect are rarely utilized. 
Even the selection of a safe anesthetic can 
many times be aided by a carefully done CO? 
determination. And rarely do we find these 
aids utilized for post-operative prognosis. Not 
often is the CO2 test used to decide the ques 
tion of acidosis or alkalosis even when it is 
known that they are often indistinguishable by 
clinical means and treatments are chemically 
opposite. In fact this valuable determination 
without which the surgeon is severely handi- 
capped in his post-operative care, is so seldom 
used that it is difficult for the requisite techni 
cal proficiency to be maintained. 

Blood chlorides, blood volume, blood plasma, 
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protein and the nonprotein nitrogen of the 
blood so valuable in estimating the extent of 
dehydration and so clearly indicating the pro- 
per course to follow in problems involving the 
disturbances of motility of the G. I. tract are 
practically never used. 

Why do we so seldom remember the valu- 
able assistance which knowledge of the blood 
cholesterol may give us in nephrosis, obstruc- 
tive jaundice, and hypothyroidism. Why do 
we request a serological test for syphilis in 
cases of ununited fractures and not for blood 
calcium and phosphorous? 

The lowly and easily done icteric index can 
be highly valuable in disease of the gallbladder 
without clinical jaundice. It is additional evi- 
dence in the diagnosis of pernicious anemia. 
It is an excellent guide to the tolerance of the 
liver for arsenicals in the treatment of syphilis. 
The lack of indicated bacteriological studies 
certainly is leaving a valuable source of pertin- 
ent information untouched, often with result- 
ing disaster to the patient. 

It would be possible to continue at great 
length, pointing out circumstances under 


which tests with which you are familiar might 


be put to unfamiliar uses. There are many 
aids not used. There are many used which 
fall far short of their maximum efficiency. Too 
often a routine report is the substitute for the 
opinion of the clinical pathologist. 

I do not wish to be misinterpreted as having 
you believe that laboratory studies are of 
first importance in the study of patients and 
their diseases nor that I would urge unneces- 
sarily extensive studies. Neither do I urge 
their use to create a pseudoscientific back- 
ground for purposes of medical writing. I do 
not wish them to supplant clinical study and 
acumen, but I do urge that the clinical patholo- 
gist be called upon in the study of patients 
and that he be used intelligently. 

lt is to be remembered that while the im- 
portance of these laboratory studies may be 
small in one case in another they may be para- 
mount. 

In conclusion, let me plead that you do not 
accept these remarks as an attempt to take 
you to task for not supporting the clinical 
laboratory. That is of insignificant importance. 
What I do wish to leave with you is that we 
are defaulting in our obligation to the best 
interest of the patient and that we are con- 
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fronted with the problem of utilizing neglected 
sources of valuable information in our efforts 
to establish a correct diagnosis, to forsee pos- 
sible complications, and risks, to indicate 
prognosis and to chart a course of treatment. 

May I beg your indulgence for these rambl- 
ing remarks and for the appearance of airing 
a grievance. My excuse is, I hope you will 
believe, a sincere conviction that we can more 
efficiently fulfill our aims as practioners of 
medicine if the circumstances responsible for 
the state of affairs in regard to clinical patho- 
logy can be changed to provide a more general 
use of available aids to the better practice of 
medicine. 


HEREDITARY OPTIC 
ATROPHY 
(Leber’s Diseases) 


HENRY LEROY FRANKLIN, M. D. 
Phoenix, Arizona 





(Read before the Arizona State Medical Assn., 
Phoenix, Apr. 27th, 1935.) 


Hereditary optic atrophy had been known 
more than 100 years when Beers described 
cases coming under his observation. Later 
von Graefe and others described cases. 

In 1871 Leber described 15 cases in great 
detail and emphasized the hereditary nature 
of the disease. He believed that the atrophy 
was preceded by an optic neuritis or neuro- 
retinitis. Because of Leber’s classic descrip- 
tion the disease has since borne his name. 

The disease is preponderantly one of young 
adult life, making its appearance from the 15th 
to 25th. years, though variations from these 
ages are common. Knapp and Taylor report- 
ed cases as early as the 6th year. Sedgewick 
reports a case beginning in a man of 64 and 
whose four sons became afflicted from the 
42nd. to 56th. years respectively. About 25 
per cent of all females to become afflicted do 
so near the age of the menopause. The mean 
age for the onset of the disease, according to 
Bell is 23 years in females and 25 in males. 
The disease seems to be in some way connect- 
ed with the beginning or end of the sexual 
period. 

That the disease is hereditary in character 
there seems to be a unanimity of opinion. 
Usher, Nettleship, Thompson, and Hancock 
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trace it through as many as five generations. 
Barth, Usher and Gould record pedigrees of 
six generations, and Bell traces the disease 
through 11 generations, in her exhaustive 
work. It has been observed that if two or 
more members of a family become afflicted, 
that the onset occurs at about the same age in 
each individual. 

It is generally confined to the male sex, 
though Nettleship, in his group found 20 per 
cent in females. Story and Snell reported four 
males to one female in their respective groups. 

The onset of the disease is relatively rapid. 
Bedell, Cordes and others report cases pro- 
gressing to almost complete blindness during 
one night, and generally the disease in all 
cases, is pretty well established within two 
weeks. In the beginning there may be some 
dizziness, headache and nausea. The disease 
is always bilateral. Rarely does complete blind- 
ness occur. Enough vision remains to enable 
one to get around, but not sufficient for useful 
work. It ranges from the counting of fingers 
at two to three feet to 20-100. Frequently 
there is a slight improvement in vision a few 
weeks after the onset. A few cases have been 
reported by Nettleship and Hancock in which 
there was a marked improvement, and a few 
cases have regained almost normal vision. 

Nearly every case investigated shows a 
central scotoma and many of them contracted 
peripheral fields. The ophthalmoscopic find- 
ings are those of primary optie atrophy, with 
no other fundus changes except a diminution 
in the size of the retinal vessels. The pupils 
generally are of normal size and shape and 
react to light. 

These cases are notably free from other 
nervous and general systemic diseases. A few, 
however have been reported as suffering from 
persistent headaches, epilepsy, mental disturb- 
ances and lessened deep reflexes. These ex- 
ceptions perhaps constitute no greater percen- 
tage of defects than would be found in any 
group of patients. 

While the disease is purely hereditary, some 
believe that certain toxic agents, acute infec- 
tions and trauma act as precipitating causes. 
Consanguinity does not appear to play a role, 
unless perchance both parties in the mating 
carry the taint, in which case the chance of 
transmitting the disease is greater. 

Habersham and later Fisher thought that 
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because the type of the atrophy, and the fur- 
ther fact that the disease was more apt to 
make its appearance at puberty or the meno- 
pause, that perhaps it might be due to pres- 
sure exerted at the chiasm by a swollen pitui- 
tary gland. 

Many have studied the disease from this 
angle, and while some of them found what 
they considered confirmatory evidence, I think 
the general impression at the present time, is 
that the pituitary is not at fault. 

Gowers thought that it was an abiotrophy, 
that is, a lack of inherited vital force, causing 
the ganglion cells and their fibers to perish 
before their time. Treacher Collins and others 
have later come to the same conclusion. 

It is believed that Leber’s Disease, like color 
blindness and hemophilia, is a sex limited, re- 
cessive disease, transmitted through affected 
or non-affected females, to the male offspring, 
and occasionally to the female offspring. It is 
rarely transmitted by a male. According to 
Bell’s statistics, of 575 affected males, 95 per 
cent of them, and of 88 affected females, 84 
per cent of them, came from the maternal side. 
Bedell recently published his observations 
covering a period of 25 years, relating to five 
generations in three families. The families be- 
ing called A B and C. A family had a clear 
record until one member married a woman, 
herself free of the disease, but carrying the 
taint. The family then began to produce Le- 
ber’s Disease. B and C families then married 
into the A family, and likewise began to pro- 
duce the disease. B and C families were free 
of the disease prior to their marriage into A 
family. Up to the present 10 cases have ap- 
peared from these families. 

So far as known only one autopsy has been 
performed on a case of this disease. This was 
done by Rehsteiner in 1930. The disease had 
existed seven years. The only intraocular 
changes found were atrophy of the ganglion 
cell and nerve fibre layers of the retina. In the 
optic nerve there was atrophy of that part 
corresponding to the papillo-macular bundle. 
There was an increase in the connective tissue 
septa within the nerve. He came to the con- 
clusion that there had not been a previous in- 
flammation of the nerve, but that it was essen- 
tially a primary degeneration. 

During the past two years I have seen four 
cases of hereditary optic atrophy, in two fam- 
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ilies—two in each. The first group consisted of 
brothers. The second group consisted of broth- 
er and sister. In the first group they both be- 
came affected at about the same age—-15 years. 
When seen they were 16 and 19 respectively. 
Th vision being 10/200 in one and 7/200 in the 
other. They both stated that their vision was 
excellent prior to the onset, and progressed to 
its present status within a week’s time, that 
they were well at the time of onset, and had 
not since suffered from any other ailment. 
They both believed that vision had improved. 
I was not able to get information from them 
regarding blindness among their relations. 

In group two, the boy aged 19 stated that 
two years bebore, he became almost blind 
within two days, unaccompanied by other dis- 
turbances and that vision has remained sta- 
tionary since that time. He counts fingers at 
four feet. The sister is now 15, and has 
been nearly blind one year. She thinks it came 
gradually over a period of two months, and 
that it has improved considerably, though she 
can only count fingers at four feet. 

The findings in these four cases were typi- 
cal of the description of Leber’s disease. The 
pupils were round equal and reacted to light. 
The media were clear; the discs were pale. 
There were no other fundus lesions. Tension 
was normal, with no extra ocular disturbances. 
All were refracted and found to be free of 
gross errors. Lenses did not improve vision. 
The form fields showed a central scotoma, and 
two of them had moderately contracted peri- 
pheral fields. The two groups were free of 
other gross physical defects. Two of them had 
blood Wassermanns done, which were nega- 
tive. The girl told me that she had a cousin 
in California and an uncle in Southern Arizona 
similarly afflicted. I also obtained in a second 
hand way, information that groups one and 
two were related, but to what degree I could 
not ascertain. 

Since the condition is a primary degenera- 
tion due to hereditary causes, it is obvious that 
treatment is of no avail. We can only advise. 
Bell thought that if the females so affected 
could be prevented from bearing offspring, 
that the disease would disappear. As before 
mentioned the male is a negligible factor in its 
propagation. Our endeavors, therefore, should 
be directed toward females, whether affected 
or not, of the families in which the disease ex- 
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ists. They should be advised not to bear chil- 
dren, or better still, they should be sterilized. 
DISCUSSION 

Dr. Harbridge: Dr. Franklin is to be commend- 
ed on the manner in which he has brought this 
subject to the attention of the Society. There is 
little published on the subject; in fact there is lit- 
tle known of it. All that we have to guide us is 
pure theory. My own experience has been limited 
to observation on three series of cases. One of 
these series was in the east and two have come to 
my attention here in the west. One was the case 
of a large Mexican family which might, perchance, 
be the one as observed by Dr. Franklin. I had 
littie opportunity to go carefully into any of these 
cases. In this particular Mexican group there were 
four or five boys and two or three girls, closely 
and distantly related, who were affected. Past his- 
tories were difficult to obtain. In the case of two 
brothers I had a little better opportunity for study; 
yet there was little to learn. In the case of the 
brothers, the classical symptoms as established by 
Leber were borne out in that the onset was sudden. 
The one boy went to bed apparently all right and 
awoke to practically complete blindness. The dis- 
ease reaches its peak in about three months with 
some improvement noted by that time. This peak 
is followed by no further improvement. The cause 
of the disease is not known. No protection against 
it can be offered except the non-marriage of the 
females of the line. 

In 1919 Dr. Pancoast published his investigations 
relative to the bearing of the size of the pituitary 
and of the clinoids on the disease. It was thought 
that the size of the pituitary might have some 
bearing on the disease. The investigations reveal- 
ed nothing more except additional theory. The 
same might well be said of the work of investiga- 
tion as done by Dr. Zentmayer in 1918. The 
description of Leber still holds. 

Lt. Col. R. E. Wright, Supt,, of the Government 
Opththalmic Hospital, Madras, India, in a recent 
issue of the British Journal, gives a most interést- 
ing discussion of the cases of three boys from dne 
family all afflicted, with the one sister escaping 
the disease. The photographs illustrating the arti- 
cle show that. the boys have the most oddly shaped 
heads, having changed shape since the onset of 
the disease according to the facts gathered. The 
guestion arises as to the amount of familial macular 
degeneration there might be involved. As I have 
said, the entire subject and study of the disease 
reveals nothing more than theory. Dr. Franklin's 
paper reveals the situation as we have it. 

Dr. Carlson: I have in mind the cases of two sis- 
ters and three brothers. The sisters have blind 
mates. Two daughters of the brothers each have 
sons, one daughter having a blind son and the 
other a boy of six, who as yet is all right. While 
rarely herself being afflicted, the female transmits 
the disease. 

Dr. Franklin (concluding): Records show that 20 
per cent of those afflicted are females. The earliest 





230 


afflicted cases I have found reported was a child 
six years of age. With males the onset seems to 
come at the age of puberty, while with females the 
disease comes on more often at the age of the men- 
opause. As Dr. Harbridge has stated there is no 
protection from the disease except non-marriage of 
the female of the afflicted line. 
REFERENCES 

Cordes, F. C.: A Comparative Review of the Lit- 
erature and Report of a Family, Tr. Am. Oph. Soc. 
31: 289-315, ’33. 

Arthur J. Bedell: Hereditary Optic Atrophy, Am. 
Jour. Ophth., 17: 195-205, Mch., ’34. 

T. B. Holloway, Leber’s Disease, Arch. Oph., 9. 
789-800, May, ’33. 


MISSED ABORTION 


R. K. SMITH, M. D., F. A.C.S., 
Tucson, Arizona. 





(Read before the Panhandle District Medical 
Society, Amarillo, Texas, April 17, 1935.) 


Since the most meager references only have 
appeared in our medical literature to the im- 
portant subject of “missed abortion”, it seems 
advisable to redirect our attention to it. 

As early as 1847, Oldham’ recognized the oc- 
currence of an obstetrical phenomenon differ- 


ing from “protracted pregnancy”, and describ- 


ed the condition as “missed labor.” “Missed 
labor” he defined as death with no expulsion. 
Duncan’, in 1878, called attention to the fact 
that death, before viability and with no effort 
at expulsion, presented a problem differing 
from that of death in utero, beyond full term 
and without labor. The former he designated 
as “missed abortion”, or “missed miscarriage”; 
the latter logically was true “missed labor.” 
Until Litzenberg’, in 1921, directed the atten- 
tion of American obstetricians to this by no 
means rare phenomenon, little had been added 
to our knowledge of missed abortion. 

De Lee defines “missed abortion” as reten- 
tion in utero of a whole but dead fetus for 
days, weeks, months, or years. He describes 
certain post mortem changes in the fetus 
which resemble those seen in dead ectopic fe- 
tuses, but calls attention to the fact that there 
are no characteristic symptoms upon which the 
obstetrician may base a diagnosis of “missed 
abortion.” Litzenberg is disinclined to accept 
De Lee’s definition in its entirety, although he, 
too, remarks upon the paucity of symptoms. 
Litzenberg would arbitrarily so modify the 
definition that “missed abortion” would refer 
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only to retention in utero of a dead fetus for a 
period of six weeks or longer. 


Analysis of Litzenberg’s reports indicates 
that “missed abortion” most frequently occurs 
in the third pregnancy, although primiparous 
“missed abortion” occurred in 33 per cent of 
his cases, and there was at least one sextiparous 
diagnosis. My own experience suggests that it 
may occur as frequently in primiparae as in 
multiparae. Litzenberg also shows that death 
usually occurs in the fourth month of uterine 
life, but may occur at any time from the first 
to the fifth month. Retention in utero of the 
dead fetus varies from two to 10 months, with 
an average period of retention of four months, 
Henry* and Rongy and Arluck’ report cases in 
which the dead fetus was retained for over a 
year, and Forster’ describes a “missed abor- 
tion” with superimposed pregnancy. The dead 
fetus must have been retained for more than 
nine months, for the superimposed pregnancy 
followed a normal nine-month course. Four 
cases, that recently have come under my ob- 
servation, seem to indicate a somewhat shorter 
period, probably under four months in each in- 
stance. 

Litzenberg stresses the absence of specific 
symptoms, and shows that general symptoms 
make their appearance only in certain instan- 
ces. General symptoms are malaise, anorexia, 
dyspepsia, anemia and afternoon temperature. 
Nervousness and insomnia were present in one 
of my cases; but the others “felt fine.” Litzen- 
berg also notes loss of weight. This I can con- 
firm; but I wish at the same time to call atten- 
tion to an increase in weight that commonly 
follows fetal death and is a precursor of loss in 
weight. Other physical symptoms, which Lit- 
zenberg sometimes observes, are: Signs of an 
incipient abortion that does not occur; failure 
of the uterus to continue to increase in size; it 
even may decrease; a peculiar consistency of 
the uterine wall intermediate between the elas- 
tic softness of normal pregnancy and the hard- 
ness of fibroid degeneration; cessation of fetal 
movement; regressive changes in the breasts; 
and more or less continuous hemorrhage which 
may begin like the hemorrhage of incipient 
abortion, but which soon becomes intermittent; 
it even may simulate irregular menses. Notable 
failure of the uterus to continue to increase in 
size, in three out of four cases, has led me to 
accept such failure as a reliable symptom of 
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“missed abortion.” The contradictory increase 
presented by the fourth case is understandable 
in the light of a subsequent confirmatory diag- 
nosis of uterine fibroid. Cessation of fetal 
movement was demonstrable in only one of the 
eases to be reported, and temporary uterine 
bleeding occurred but once. 

Spelman, Goldberger and Frank’ called at- 
tention to the success of the “female sex-hor- 
mone” blood determination as an index of fetal 
viability, and in the same paper pointed out 
the doubtful value, of the Friedman, and, of 
the Ascheim-Zondek, urine determinations, 
except when these reactions are negative. 
While it is possible that evidence of fetal death 
can be obtained at an earlier date by the 
Frank-Goldberger method than by the Asc- 
heim-Zondek test, which may not give a nega- 
tive reaction for as long as 30 days after fetal 
death, it is my belief that the more readily 
available Ascheim-Zondek test is entirely ade- 
quate as a ‘confirmatory test preceding any at- 
tempt at uterine relief. 

Despite the foregoing discussion, diagnosis of 
“missed abortion” is not particularly difficult 
if it be kept in mind as a possibility. It should 
be strongly suspected if a woman has skipped 
one or two menstrual periods, and has experi- 
enced symptoms of threatened abortion which 
have subsided. Failure of the uterus to in- 
crease in size readily can be determined either 
by two examinations made one to two months 
apart, or by a comparison of the actual size of 
the uterus with the theoretical size that it 
should have attained by the supposed period of 
gestation. 

The pathology of missed abortion has been 
adequately treated by other writers, and has 
no place in this paper since it is of little sig- 
nificance from the standpoint either of diag- 
nosis, or of treatment. I might remark, how- 
ever, that my own observations agree with Lit- 
zenberg’s statement that the normal finding, in 
a case of “missed abortion”, is a macerated fe- 
tus; but there is ample evidence that calcifica- 
tion, mummification and skeletization of fe- 
tuses do occur. 

As Litzenberg points out, the prognosis is 
not as favorable as it generally is supposed to 
be. While most cases, if left to themselves, 
eventually will expel the dead fetus, the dan- 
gers inherent in its retention are obvious. 
Treatment, therefore, cannot be postponed 
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with safety. If ordinary methods of inducing 
expulsion fail, the cervix should be dilated, the 
uterine contents removed by curettage, and 
the uterus packed to prevent postoperative 
bleeding. If difficulty is encountered in an at- 
tempt to dilate the uterus, one should not per- 
sist in the attempt, but should perform immedi- 
ately a hysterectomy of cesarean section. 
Otherwise, one may have an experience sim- 
ilar to that described by Stein, in which curet- 
tage resulted in rupture of the anterior wall of 
the cervix, with consequent “birth” of the 
blighted fetus into the perivesicular space. 
During a second curettage, which subsequent- 
ly became necessary, the operator broke 
through into the peritoneal cavity, repeatedly 
perforating the small intestine, and drawing 
mesentery and omental fat through the uterus 
into the vagina. A laparotomy with multiple 
repair was done; prompt and appropriate sur- 
gical measures at the time of the first curettage 
would have precluded these untoward events. 
In my experience, surgical interference has 
been necessary but once, and with no compli- 
cations. 


In support of statements I have made earlier 
in this paper, I wish to submit brief resumés 
of four case histories that have come under my 
observation in the brief space of two years, 
ail of which showed negative Wassermann re- 
actions. 

Case 1, 28 years, married 14 months; primi- 
para; first examination, April 27, 1932; last men- 
struation 92 days before; nausea for preceding 30 
days; uterus enlarged three months pregnancy; 
confinement predicted Nov. 3, 1932; weight 109.5, 
three days later less nausea, weight 111.5, B. P. 
110/70; three weeks later 3.5 months preg., no 
increase in size of uterus; nausea had subsided; 
weight 112.75; B. P. 95/60; patient absent from 
city; four weeks later 4.5 months preg., no in- 
crease in size of uterus and no cramps; uterine 
bleeding for one week and dark discharge contin- 
ued three weeks longer; weight 112; B. P. 110/60; 
two weeks later five months preg.; dark discharge 
continues; no increase in size of uterus and no 
cramps; weight 113.5; one week later dark dis- 
charge clearing up; no increase in size of uterus 
and no cramps, weight 111.75; no fever; one week 
later 5.5 months preg., no discharge, no increase 
in size of uterus and no cramps, weight 114; two 
weeks later 6.5 months preg., Ascheim-Zondek 
negative; hospitalized; uterus packed: curetted 
and packed; three-month macerated fetus and 
placenta with infarcts removed; uneventful re- 
covery. 

Case 2. 35 years, married 12 years, secundi- 
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para; four-month primipara interrupted thera- 
peutically because of rachitic pelvis; nine-month 
secundipara terminated by cesarean section; first 
examination, Aug. 8, 1934; last menstruation 125 
days before; uterus enlarged to three to four 
month pregnancy; confinement predicted in five 
months, Jan. 11, 1935; weight 109; patient out of 
town; six weeks later 5.5 months preg., no in- 
crease in size of uterus and no cramps, no uterine 
bleeding and no discharge, no fetal movement, 
weight 109.75, B. P. 110/70; three weeks later, six 
months preg., bedside delivery of twins macerated; 
three to four-month fetuses; uneventful recovery. 

Case 3, 19 years, married four months; primi- 
para; first examination, April 19, 1934; last men- 
struation 109 days before; uterus enlarged to three 
to four-month pregnancy; confinement predicted 
in 5.75 months—Oct. 8, 1934—weight 101.25 B. P. 
110/70; examined every two weeks; weight gradu- 
ally increasing, (death of fetus) ; 17 weeks later, 
6.5 months preg., weight 121.25; B. P. 140/100; 
albuminuria one plus; three weeks later, 17.25 
months preg., no toxemia, weight 116; B. P. 
120/80; three weeks later, 7.75 months preg., 
uterus palpated at level of umbilicus, no fetal 
movement; no fetal sounds, weight 114; B. P. 
110/70; albuminuria negative; one week later, 
eight months preg., weight 114; B. P. 100/70; albu- 
minuria negative; two Ascheim-Zondeks negative; 
hospitalized; uterus packed; delivery spontaneous 
of five months macerated fetus and placenta 
larger than normal and waxy small amount of 
amniotic fluid. 

Case 4, 41 years, married 12 years; secudi- 
para; normal deliveries; first examination, April 
3, 1932; last menstruation 141 days before; uterus 
palpated at level of umbilicus; 4.5 months preg.; 
weight 134; fetal movements already felt; six 
weeks later, six months preg., (death of fetus); 
uterus palpated two inches above umbilicus; no 
fetal movement and no fetal sounds; weight 138; 
four weeks later, seven months preg., uterus pal- 
pated at level of 8 months pregnancy; no fetal 
movement and no fetal sounds; weight 143; Asch- 
iem-Zondek negative; patient refused aid; five 
weeks later, 8.25 months preg.; no increase in size 
of uterus; no increase in weight; 18 days later, 
8.75 months preg.; spontaneous delivery of macer- 
ated two-pound fetus and large waxy placenta; 
large amount of amniotic fluid; examination re- 
vealed uterine fibroid size of grapefruit. 


In conclusion: The three cardinal points in 
diagnosing “missed abortion” are: The weight 
record, and size of the uterus, and a negative 
Ascheim-Zondek test. 
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SILICOSIS 


GEORGE THORNGATE, M. D. 


Phoenix, Ariz. 





Pneumoconiosis is the reaction of the lungs 
to the presence of any kind of dust. Silicosis is 
the reaction of the body, especially the lungs, 
to the presence of silicon dioxide, or silica, in 
a finely divided state. It is widespread fibrosis, 

During the last decade silicosis has come t 
hold a prominent place in the medical world, 
because of interesting pathological and clinica 
standpoints, and mostly, perhaps, because of 
its relationship to many modern industries 
and, association with tuberculosis. 


Silicosis has been known for years. In 1700 
Ramazinni mentioned the disease of stonecut- 
ters who, as he says, “oftentimes suck in by in- 
spiration the sharp rough and cornered smal 
splinters and particles that fly off so that they 
are usually troubled by cough, and some d 
them turn asthmatic and consumptive . . . and 
in dissecting the corpse of such artificers, lung 
have been stuck with little stones.” As recent 
ly, however, as my own medical school days, 
no particular importance was attached to i 
and there was no accurate description of it 
pathology. However, the two conditions “mir 
ers’ dyspnea” and “miners’ phthisis or cor 
sumption” have long been recognized in mir 
ing communities, not only by medical men b 
by the laity. The former is shortness of breat! 
only, or simple silicosis; the latter, shortnes 
of breath with wasting—silicosis and tube 
josis. Lanza and Vane in a startling paper ¢ 
the prevalence of silicosis and the incidence 4 
tuberculosis show that mining is still the mo 
important industry in the production of sil 
cosis and tuberculosis. Their figures are thi 
zine and lead miners have almost 20 times ti 
expected death rate from tuberculosis of t# 
general population. Copper’ miners have ni 
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times this rate, gold and silver miners eight 
times, and iron miners two and a half times. 
Granite and sandstone cutters have nearly 10 
times the expected rate, and metal workers, 
chippers, moulders, etc.—up to six times. More- 
over, these authors produce evidence to show 
that more than 500,000 industrial workers in 
the United States are dangerously exposed to 
silica dust and therefore are in the group hav- 
ing increased frequency of tuberculosis. 

It is stated on good authority although min- 
ing is the chief industry of Arizona, and metal- 
liferous ores all contain a high per cent of 
silica, that silicosis is not a serious health 
hazard in this state. This is due to adequate 
ventilation, the humidifying of mine air, wet 
drilling and the constant use of spraying to 
keep dust down. I cannot vouch for the gen- 
eral applicability of this statement. 

No dust except that containing a high per- 
centage of silica produces a condition like sili- 
cosis. Coal, limestone, organic dusts, etc., 
show no similar effect on the lungs or else- 
where in the body. This is emphasized by work 
at the Saranac Laboratory. The dusting of 
guinea pigs for long periods, using several ma- 
terials, was followed by a silicosis-like condi- 
tion only where very fine silica dust was used. 
Miller Sayers and Yant injected into the peri- 
toneal cavities of guinea pigs suspensions of 
fine particles of quartz, chert, ferrous oxide, 
coal, limestone, etc., and found all were either 
inert or absorbed without injury to the tissues 
except quartz and chert, which are high in 
silicon dioxide and which produced nodular 
proliferative lesions. The British geologist W. 
R. Jones recently propounded the theory, after 
study of rock dust in a number of mining fields 
and the lungs of miners dying with silicosis, 
that the body reaction in the disease is in re- 
sponse to the presence of fibers of sericite, 
minute mica-like needles of a hydrated silicate 
of potassium and aluminum, rather than to 
the crystals of silicon dioxide. This requires 
further study. 

Some maintain that the sharp angles and 
edges of the silica crystals cause trauma to the 
alveolar walls of the lungs. Most workers, 
however, think that there is a chemical action 
ie., the silica particles dissolve in the faintly 
alkaline juices of the tissue cells and phago- 
cytes, and the resulting solution is poisonous 
stimulating nodulation and fibrosis. Gye and 
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associates found that colloidal silica injected 
intravenously was deadly poisonous in large 
doses, but in small doses only poisonous 
enough to produce fibrosis. While many stu- 
dents of the condition do not subscribe to 
Jones’ view, it might fit in with the mechani- 
cal theory as the angles and edges of the ex- 
ceedingly fine particles are sharp and penetrat- 
ing, or with the chemical, where much sur- 
face is exposed to tissue juices, and the sili- 
cate being more soluble than silicon dioxide. 
IT have found no evidence that silicon dioxide 
actually dissolves in tissue juices, at least in 
vitro. Chemists have questioned its solubility 
as they consider silicon dioxide to be the most 
insoluble of minerals. The action may be col- 
loidal. By whatever process the injury is ac- 
complished, silica dust when breathed into the 
lungs produces fibrosis reducing lung power, 
and predisposing to tuberculosis. 

The tissue reaction is inversely proportional 
to the size of the particles, and directly propor- 
tional to their number—i. e. the finer the dust 
and greater the number of particles, the more 
severe the reaction. The particles must be 
smaller than 10 microns in diameter and more 
than 10 million per cubic foot to produce ap- 
preciable effect. Other factors, chiefly length 
of exposure, and rate of respiration—a func- 
tion of purity of air breathed and effort ex- 
pended—bear on the development of the 
disease. Once there has been an exposure to 
silica dust sufficient to establish even a mini- 
mal silicosis, the disease progresses even 
though exposure has been terminated, and 
death often is directly attributable to silicosis 
or silico-tuberculosis. 

The pathogenesis of silicosis consists of 
nodulation and fibrosis. Gardner’s description 
is particularly illuminating. Particles that get 
past the protective mechanisms of the upper 
air passages reach the respiratory bronchioles 
and alveoli. The first reaction is non-specific 
—that of the lungs to any foreign body. The 
particles are engulfed in the ameboid phago- 
cytes of the nearby alveolar walls. These cells 
accumulate in the sub-pleural air spaces, the 
walls of which thicken. The cells, which have 
taken in a few silica particles, move toward 
the lymphatic system and collect in nodular 
masses about the lymphoid tissue at the peri- 
phery. These silica containing phagocytes pass 
through the walls of the lymphatics and excite 
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fibrous nodulosis in the areolar tissue. The re- 
action is at first linear in distribution and tends 
to thicken the structures through which lymph- 
atics pass, viz: Bronchi, pulmonary arteries and 
veins, interlobular septums and pleura. Later 
this linear phase is overshadowed by nodu- 
lar formations. The fibrous nodules in the 
lymphoid tissue resulting from the physico- 
chemical properties of silica encroach on and 
compress the adjacent lymph vessels so that 
the flow of lymph is impeded. Hence there is 
an increasing tendency for phagocytes to mi- 
grate outward through the walls of the ves- 
sels. When lymphatic obstruction is advanced, 
phagocytes carry the dust to all parts of the 
pulmonary framework with the formation of 
dense interstitial fibrosis and multiple nodules 
in the walls of the terminal air spaces. This re- 
duces the size of their lumen with an intrinsic 
reduction in lung capacity. Lung tissue not in- 
volved in the fibrosis becomes emphysematous 
as a compensatory measure. 


The most common and, serious complication 
of silicosis is tuberculosis. This may have been 
latent previous to the time of the dusty occu- 
pation, or it may have been acquired afterward. 
Silica has the power to reactivate a healed fo- 
cus if tubercle bacilli are still present. The 
combined disease progresses rapidly. Haldane 
states that silicosis causes the lungs to become 
more susceptible to tuberculosis. Cummings 
thinks that the presence of silica acts as an 
adjuvant to the multiplication of tubercle bac- 
illi. Gardner says 75 per cent of the persons 
who develop silicosis die of tuberculosis be- 
cause silica dust produces definite specific sus- 
ceptibility to tuberculosis. In the characteristic 
lesion of silicosis modified by tubercle infection 
the individual nodules are no longer clean cut 
and sharply defined, but the borders are irreg- 
ular and extend into the walls of adjacent air 
spaces. The centers of the nodules are often 
caseous but tubercle bacilli are rare. Nodules 
and tuberculous foci are bound together by 
dense fibrous material. 


Dyspnea is the cardinal and ever present 
symptom; the constant physical sign is reduced 
chest expansion. Patients usually are well 
nourished and seem robust. Fever is absent 
and blood pressure is not far from normal. 
Marked loss of weight, elevation of tempera- 
ture or fall in blood pressure should at once 
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suggest the development of tuberculosis. The 
progress of silicosis is usually divided into three 
stages. In the first or anteprimary stage of the 
South African writers about the only evidence 
is a slight shortness of breath on exertion and 
a mild unproductive cough. There is slight re- 
duction in chest expansion; work capacity is 
not much impaired. Occasionally rales can be 
heard at the bases. The second or primary 
stage has definite dyspnea on exertion and a 
loss of elasticity of the thorax. Frequently 
there are pains in the chest and an irritative 
cough. The capacity for work is considerably 
reduced. In the third or secondary stage the 
shortness of breath is severe and distressing. 
Cough is persistent but not productive. Capac- 
ity for work becomes almost nil. Chest expan- 
sion is markedly reduced often with clubbing 
of the fingers. Throughout increasing diminu- 
tion in the intensity of the breath sounds exist 
the result of emphysema and fibrosis with de- 
crease in elasticity of the lung tissue. 

The most illuminating procedure for ante- 
mortem study of silicosis is the x-ray examina- 
tion. I have adopted the terminology and de- 
scription of Pancoast and Pendergrass for the 
stages mentioned above: First—the perivascu- 
lar-peribronchial-lymph node phase: The hilar 
shadows are more prominent than usual and of 
greater density and homogeneity; trunk shad- 
ows and linear markings show increased prom- 
inence. Second—the early interstitial phase: 
There is a faint homogenous haze appearing 
first in the right mid or lower lung field, then 
in the left, gradually spreading; small discrete 
nodules may or may not coexist; the hilar and 
trunk markings are noticeably accentuated. 
Third—the nodular phase: This is the most 
characteristic; there are small dense discrete 
nodules throughout both lungs; the pleura is 
not involved; smaller nodules become larger 
and conglomerate. There is interference with 
the excursion of the diaphragm possibly from 
interstitial fibrosis and emphysema, and some- 
times there is peaking of the domes. 

Modification of silicosis by tuberculosis is 
shown on the x-ray film by the outlines of the 
previously discrete nodules, becoming lazy or 
fluffy, and a definite tendency toward aggre- 
gation of the nodules. There are dense shad- 
ows in the midportions of both lungs. It is a 
strange phenomenon that not only the nodules 
in close contact with the tuberculous foci but 
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those in every part of the lung show this alter- 
ation. 

For diagnosis, a thorough and chronological 
occupational history also is extremely valu- 
able. Evidence of exposure to silica dust, or 
lack of such evidence must be of significance. 

As to prognosis: Silicosis is an incurable dis- 
ease. Removal from further exposure may pro- 
long life, and avoidance of exertion may re- 
lieve respiratory distress. Landis says, “know- 
ing the type of dust and the length of exposure 
we can predict the amount of damage” and so, 
to a certain extent, the outlook for life and 
comfort. 

Prevention of silicosis—the only hope in this 
sad situation—must be attempted along two 
lines: (1) The elimination of dust in mine and 
shop, by adequate ventilation and removal of 
dust by suction, etc., by wet drilling and the 
copious use of water to keep the dust down; 
(2) examination of the worker by x-ray before 
h's starting to work, and subsequent examina- 
{ions every three months; prompt removal 
from exposure with evidence of silicosis. 

The German investigators have a simple in- 
strument to determine the ability of a worker’s 
nose to fix dust. If his nose’s fixation power is 
below 29 per cent, he is not allowed to work in 
dusty trades as it has been found that those in 
the iow fixation group are susceptible to silica 
dust while the greater the fixation power of 
the nose, the less susceptible is the worker to 
the dust. Such a procedure might be of value 
in employment offices of dusty industries in 
this country. 

As I see it, compensation should run paral- 
lel with knowledge. An employer, who makes 
every effort according to existing knowledge to 
prevent his employees from acquiring silico- 
sis, should not be subject to compensation 
claims. Negligence or lack of concern for em- 
ployees, however, should lay the operator open 
to just claims for disability compensation. 

JOHN E. BACON, M. D.I wish to compliment 
Dr. Thorngate on a very able presentation of the 
pathology of silicosis. The question of silicosis is 
becoming a sort of hysteria even among the laity. 
Recently a newspaper reporter in the daily press 
compared the damage impaired by silicosis to that 
from war. The uppermost point to be considered 
is diagnosis. It is my belief that only three or four 
of the men here present are able to diagnosis 
silcosis. And I say this with all due respect for 
the professional ability of every man present. 

“The stages of silicosis overlap, and other fac- 
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tors enter confusing accurate diagnosis. A com- 
plete history of the case is not only essential, but 
mandatory. The habits of the man before and 
after contracting the suspected disease are of high 
importance. Then, too, unless a physician can 
thoroughly read plates a false diagnosis is apt to 
occur. 

Mining men change their abode frequently, or 
did when mining was at a high peak. They work 
in Canada, Alaska, South America, and in various 
mining sections of our own country, The South- 
west gets many men who have worked here, there, 
and yonder. The last mining company employing 
the man in question is subject to his claim of 
contracting the disease. I say the case should be 
thoroughly investigated from every source in fair- 
ness to all concerned. 

The Arizona mining code has been amplified 
since 1912. The mining inspector carefully studies 
all cases of accident and health impairment. In 
1916 the dust hazzard was recognized. Dr. Har- 
rington of the U. S. Bureau made recommenda- 
tions which have been thoroughly carried out. 
There has been continuous sprinkling in the 
mines, on dumps, and perfect ventilation systems 
have operated for years. Every effort has been 
made by the mines to meet the humanitarian, as 
well as legal, obligations to protect against sili- 
cosis. 

DR. FRED G. HOLMES: What Dr. Bacon says 
relative to tracing the original source of silicosis 
is often true. I know of a miner who left mining 
and for 22 years engaged in farming. He contract- 
ed the “flu,” did not make a satisfactory recovery. 
The x-ray revealed silicosis. Death eventuated. 
Having been away from mines for a period of 22 
years, it was impossible to trace the source of 
this man’s silicosis. 

At Saranac I had the privilege of observing 
slides showing the progress of the disease with 
guiena pigs. The revelations were of remarkable 
interest. It takes a careful reading of plates to 
diagnosis accurately. 

R. O. SCHOFIELD, M. D.: During the earlier 
days of construction at Boulder Dam about 8000 
men were employed, many of whom for the driv- 
ing of the large diversion tunnels. This type of 
workman often claimed to have had considerable 
previous experience as a “hard rock” miner. 

During the work there occurred an epidemic of 
respiratory infection which was equally prevalent 
among the people of the city as well as among 
the miners. It is interesting to note that in re- 
viewing chest plates that were taken at that time 
of men who were considered hard rock miners, 
together with chest plates taken of this same type 
of employee and other employees during subse- 
quent years, that in only 23 cases has there been 
any x-ray evidence of fibrotic or nodular lung 
changes that might be interpreted as a possible 
condition of. silicosis. Many of these cases were 
accidentally discovered when radiographs, were 
taken for dorsal spine or rib injuries while oth- 
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ers were taken during the epidemic of infections 
and pneumonia. 

The correlation of data surrounding these cases 
where x-ray findings have revealed lung changes 
indicate that silicosis has never played an import- 
ant role in the morbidity of men employed at 
Boulder Dam. 

DR. THORNGATE in conclusion: I appreciate 
these discussions very much and wish to agree 
with Dr. Bacon that diagnosis is difficult. Such 
authorities as Landers confirm this opinion. 





EYE PROBLEMS OF THE GEN- 
ERAL PRACTITIONER 
MARTIN GREEN, M. D. 

San Francisco. 

Medicine is becoming more specialized every 
day. The physician usually branches off into 
his specialty after serving his interne year and 
another year or two of specialized training. 
The tendency is increasing for us to forget that 
the symptom the patient presents may really 
fall into a field other than the one in which we 
are particularly interested. If a patient com- 
plains of a headache, the treatment will usual- 
ly depend upon the specialist he happens to 
select. Should he consult the “nose man”, the 
patient will frequently find himself minus his 
septum, and possibly a few ethmoid cells. 
Should the “eye man” see him he is pretty 
sure to walk out with a pair of glasses. The in- 
ternist will put him on iron and thorough G. I. 
series. The orthopedist will probably prescribe 
arch supports. Fortunately, the gynecologist 
can only fixate the uteri in a certain percent- 
age of the population. While these examples 
are slightly exaggerated, we all, nevertheless, 
have encountered similar experiences. It is for 
this reason that I shall endeavor to describe 
a few ocular symptoms which may be of value 
in both general and specialized practice. 

Let us beg’n with a discussion of infantile 
problems. The first ocular complication that 
may present itself is usually the one following 
the instillation of silver nitrate in the new- 
born. For the first 24 hours after instillation 
there is invariably a moderately severe reac- 
tion often accompanied by a profuse discharge. 
Frequently this condition is mistaken for gon- 
orrheal ophthalmia, which, as a rule, does not 
appear before 48 hours. If we are in doubt, we 
have the microscope to help diagnosis. Be- 
cause of the fact that a conjunctival irritation 
is present, medications such as boric washes 
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and colloidal silver instillations are immediate- 
ly prescribed. The condition usually becomes 
worse so that the strength of the medication is 
as a rule increased, and the stronger it goes 
the more severe the reaction. The clue to the 
cure is to dispense with all treatment, and 
within 24 hours the infant’s eyes are usually 
on the way to recovery. 

Next comes the question of the care of the 
infant’s eyes. It has too frequently been a 
practice to wash the baby’s eyes once or twice 
daily with a boric solution which, however, is 
not advantageous but actually dangerous. The 
possibility of contamination too often sets up a 
conjunctivitis, and then because of overtreat- 
ment, symptoms again appear. If a small 
amount of normal secretion appears on the 
lids, an applicator moistened with a very weak 
zine solution can be used to wipe away the 
crusts. That should be all the care necessary. 
By no means permit the instillation of any 
medication into the eye unless there is a spe- 
cific reason. 

Another frequent complaint in the infant is 
the tearing eye. Active treatment here, too, 
will set up a severe reaction. Gentle pressure 
over the lacrymal sac downward, will fre- 
quently open a stenosed lacrymal duct. Dur- 
ing these first few days of daily pressure over 
the sac, it is advisable to instill daily a drop of 
a colloidal silver preparation. If the symptoms 
persist after a week’s treatment, it is advisable 
to switch to a weak zinc solution, one-quarter 
of a grain to the ounce to be instilled once a 
day. If the eye does not respond in another 
week to 10 days, it usually becomes necessary 
to probe the tear duct. We like to wait four or 
five months before this is done. 

During the infant stage, the complaint that 
the baby’s eyes cross is frequent. This is of no 
particular significance as the child has not fi- 
nally developed his fusion until about the age 
of two, and strabismus is not uncommon up to 
this age. If the tendency toward a strabismus 
exists after the age of two, an oculist shouid 
be consulted. 

During the early period of childhood a white 
spot in the pupil is occasionally seen. If we are 
sure that it is a cataract we do not have to be 
particularly alarmed, as performing a discis- 
sion, even as early as 18 months, will usually 
cause its absorption. Of course, if the opacity 
is not too extensive and the child is still able 
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to see, it may not be necessary to operate 
early. There should always be sufficient clear 
lens material in order that we may obtain a 
view of the fundus, because without a know!- 
edge of the fundus picture, there is always the 
possibility of a neoplasm, posteriorly. The neo- 
plasm most frequently encountered is glioma. 
However, glioma usually occurs without the 
complication of a cataract, and is often er- 
roneously diagnosed as cataract. Glioma usu- 
ally gives a greyish or yellowish glow in the 
pupi'lary area; careful examination reveals the 
fact that the lens is not involved. The pupil 
should always be dilated in order to determine 
if there are any new blood vessels on the mass. 
If the findings are positive for glioma, an enu- 
cleation is always indicated, and even then, the 
prognosis as far as life is concerned is bad. The 
younger the child when the growth appears, 
the more the probability that glioma will oc- 
cur in the other eye. 

From the age of about three on, the cross- 
eyed problem confronts us, and early attention 
is always necessary. The possibility that the 
child will outgrow the defect is so slight that 
it should never be considered, because the 


percentage that correct themselves is so small. 
Even if it seems that the deviation is decreas- 
ing but some still exists, even a few degrees, 
a nearly blind eye from non-use is usually the 


end result. Should a child present himself 
with a deviating eye, we can easily determine 
the prognosis by instillation of a one per cent 
atropine solution, t. i. d. for three days. If the 
eye straightens at the end of three days, we 
know that we are dealing with a strabismus 
that probably may be corrected by the pre- 
scribing of lenses, supplemented by muscle ex- 
ercise. If the deviation persists after three 
days, operative procedure is indicated. This 
is the only method of correcting the difficulty. 
We must remember that many cases require an 
operation to straighten the eye, and glasses 
because of a high refractive error. Even after 
operation, whether there is a high refractive 
error or not, muscle exercises should be em- 
ployed to develop the fusion sense, and by 
means of fixation exercises eyes with low 
visual acuity are frequently improved. In this 
way the eyes may be coordinated and sterio- 
scopic vision achieved; thus resulting in a good 
functional condition instead of merely a cos- 
metic result. Strabismus frequently occurs 
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after a general illness, not that the illness it- 
self is responsible for the squint, but the ger 
eral asthenic condition will permit the weak 
muscle to give way. Irrespective of when the 
strabismus occurs after the age of three, treat- 
ment should be instituted immediately. 

We have so far discussed only the physical 
and anatomical side of squint, and shall now 
mention a point that is most important but un- 
fortunately often overlooked; that is: The psy- 
chic effect. The cross-eyed child is usually a 
backward and bashful youngster, the cause 
being the comments that are made _by his un- 
kind playmates. Rather than subject himself 
to this humiliation, he avoids his playfellows 
and often refuses to recite in school for fear 
of some comments or ridicule. Unfortunately, 
the inferiority complex frequently becomes so 
fixed that it may be a handicap for the balance 
of the victim’s unhappy life. 

At the beginning of the school years the 
symptom of headache is not uncommon with 
children. A refractive error is usually the 
cause of the complaint, although we must not 
forget that the etiological factor may require 
the opinion of an otolaryngologist or even a 
neuro-surgeon. Of course, a refraction is in- 
dicated, and very frequently the cause is lo- 
cated in a refractive or muscle error. Children 
of this age should be cautioned regarding their 
reading. They should be permitted to read 
only when sitting erect, and with the proper 
illumination. Reading in poorly lighted cor- 
ners or while lying down in bed is extremely 
dangerous, and undoubtedly predisposes to 
myopia. One should be particularly cautious 
in permitting children to read during an ill- 
ness. Due to the general asthenia they are 
more prone to develop myopia. 

During the acute exanthematous diseases, no 
particular care of the eyes is required, unless 
a definite ocular symptom develops. The child 
should not be exposed to the bright light be- 
cause of the already inflamed conjunctiva, but 
it is not necessary for the patient to be kept 
in absolute darkness. 

Most of the ocular symptoms during school 
days are due to errors of refraction or weak 
accommodation. We frequently examine chil- 
dren who are labeled as backward, or not par- 
ticularly interested in their school work. They 
have no physical complaints, yet we often find 
that defective vision is the cause of it all. 
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Granulated lids during these early years is 
another common complaint. Of course by this 
we mean blepharitis, or scaly lids. The most 
probab!e cause is a refractive error, but mal- 
nutrition must always be considered. We rare- 
ly find in children the other causes to which 
adults are subject, such as occupational irrita- 
tion from gases, etc. Applying ointments of 
yellow oxide seldom suffices, and often aggra- 
vates the already inflamed lid. In treating, al- 
ways scrub the lashes first with some colloidal 
preparation, and after all the scales are re- 
moved from the hair follicles, in mild cases, 
rub a three per cent ammoniated mercury in- 
to the lashes. As a rule, after several treat- 
ments most of the symptoms will have disap- 
peared. If there are ulcerations after the scales 
are removed, gentle scrubbing of the lashes 
with four per cent Ag NO’ is indicated. For 
home use, an application of three per cent am- 
moniated mercury is satisfactory. 

Around 40 there appears a disease which is 
responsible for far too much of our present 
blindness. It could easliy be*avoided if the in- 
ternist, optometrist, and perhaps the “eye 
man” were more cautious and on the lookout 
for symptoms. This dreadful disease is glau- 
coma. Glaucoma in the acute or later stages is 
relatively easily diagnosed, but, unfortunate- 
ly, even if diagnosed the loss of vision, as a 
rule, is so great that very little can be saved. 
Therefore, early diagnosis is all important. An 
early and suspicious sign is the patient’s com- 
plaint of not being able to get satisfactory 
glasses. He has usually made the rounds of 
optometrist and oculist and still complains of 
not fee'ing comfortable with his present cor- 
rection. Although the patient has made these 
rounds he still may not be properly fitted. If 
his g'asses are right, a careful study of his 
visual fields is indicated. 

When we discuss visual fields, the form field, 
as a rule tells us little in the early cases. When 
a defect is noted in the form field the changes 
in the nerve are already marked. The im- 
portant early field findings can only be dem- 
onstrated on the tangent screen because of the 
high magnification we are able to obtain of the 
area about the optic disc. 

One cannot always depend too much upon 
taking the intraocular tension. The tension 
taken during the day may be within normal 
limits and yet our field findings are definitely 
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those of glaucoma. This is easily understood 
when we realize that the tension is highest 
during early morning hours. 

Strange as it may seem, the ophthalmoscopic 
examination in the early stages may be entire- 
ly negative, and yet glaucoma may be definite- 
ly diagnosed by the field studies. The more 
common symptoms of the later stages of glau- 
coma, such as halos and acute pain, are too 
well known to elaborate upon at this time. 
However, if the diagnosis has been definitely 
made, operative procedure is usually indicated 
except in those few cases which can definitely 
be controlled by myotics. The great danger 
in permitting patients to continue with myotics 
is that they may be lost track of, and after a 
while they usually discontinue their medica- 
tion. This is easliy understood because in the 
early stages of glaucoma the patient is not con- 
vinced that benefit is being derived from the 
medication. 

There is a point of. differential diagnosis of 
the red eye that should be mentioned here. A 
patient often presents himself to a physician 
with the complaint of a red eye which has been 
painful for 24 hours or so. Af first sight the 
physician thinks of conjunctivitis, iritis, or 
glaucoma. Strange as it may seem these may 
present similar pictures. By the instillation of 
several drops of adrenalin into the cul-de-sac, 
and allowing several minutes to elapse one 
may frequently differentiate between conjunc- 
tival inflammation, which will always blanch, 
while the deeper vessels still remain definite- 
ly engorged in an iritis. This also includes 
iridocyclitis, scleritis, or acute glaucoma. The 
differential diagnosis between acute glaucoma 
and iritis, however, is usually low, while in 
glaucoma it is high. Glaucoma may follow 
iritis. Whenever it gets to this stage, or per- 
haps even sooner, it is advisable to have an 
oculist handle the situation. 

Floating spots is a frequent complaint in old- 
er persons. Always be suspicious of cardio- 
renal disease, although gastrointestinal dis- 
turbances may present the same symptom. 
These spots, however, are usually transient, 
and we rarely find any actual changes in the 
vitreous. The ophthalmoscope will often aid 
us in our differential diagnosis by the fact that 
it will show if they are actually present or not. 
Floating spots will also occur from uveal tract 
inflammations. Unfortunately, even if the eti- 
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ology regarding the cause of these floaters has 
been determined, little can be done. Although 
some may disappear they usually have perma- 
nent effect. By impressing upon the patients 
the importance of controlling the etiology in 
order that it may not become worse, we may 
more easily help them to reconcile themselves 
to what has occurred. Myopes frequently com- 
plain of floating spots due to actual changes in 
the vitreous. However, we must also be on 
the lookout for a systemic cause for the com- 
plaint. Unfortunately, nothing more can be 
done for this. 


Possibly there is no condition more fre- 
quently mis-diagnosed and concerning which 
more erroneous impressions are conveyed than 
that of cataract. A cataract is an opacification 
of the crystalline lens. It may occur from in- 
fancy to the octogenarian and even beyond. 
Whenever we find it in early life, that is, be- 
fore 40, with no history of trauma, we always 
look for inflammatory conditions of the eye as 
we!l as general systemic disturbances. Even in 
cataracts after 40, we must consider the same 
etiological factors, before diagnosing the senile 
type. 

Cataracts may be removed during any stage 
of their development. We wish to impress this 
point. Many active individuals have been held 
back from an operation just because of the old 
idea, unfortunatley still frequently held, that 
a cataract must be mature before it can be re- 
moved. Our indication for the removal of a 
cataract is when an individual can no longer 
follow his particular vocation. The mechanic 
will require surgery much sooner than the 
watchman. 


As far as medical treatment for incipient 


cataracts is concerned, many preparations 
have been advocated, and it is questionable 
what benefit they do have. In the past year or 
so, since the vitamin rage has been with us, 
the use of haliver oil has been strongly rec- 
ommended. We prescribed haliver oil internal- 
ly until one of our patients misunderstood the 
directions and put the haliver oil in his eye. 
He was so elated because of the marked im- 
provement of his vision that we have been try- 
ing the local application combined with pre- 
scribing the oil internally. We are in no posi- 
tion to state whether it is beneficial or not. 
However, there can be no harm in its local use. 
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TREATMENTS 
We will mention a few points about the gen- 
eral treatment of eye conditions as they come 
to the attention of the general practitioner. If 
we are sure that we are dealing with an acute 
conjunctivitis, the use of 10 per cent argyrol, 


_silvol, or neo silvol, or one per cent mercuro- 


chrome is advocated. In addition, we always 
like to prescribe a weak zinc solution which 
is used about five minutes after one of the pre- 
viously mentioned medications. The prescrip- 
tion we prefer is: Zinc sulphate, grains one- 
half; acid boric, grains five; adrenalin chloride, 
minims five, to about one half ounce of aqua 
distillata. If we are dealing with the allergicc 
type of eye, it is advisable to add two drams of 
estivin to the prescription. This particular 
preparation gives almost immediate relief. The 
reason we like to use a combination of pre- 
scriptions in conjunctivitis cases is because, 
as a rule, we are dealing with a mixed infec- 
tion, and this combination of treatment is 
usually satisfactory. We use a colored prep- 
aration as it aids us in determining whether or 
not the tear passages are open without going to 
all the difficulty of actually irrigating the tear 
sac. It is most important to be sure that there 
is good drainage; otherwise you are bound to 
have a delayed recovery as well as recurrent 
attacks of conjunctivitis. As far as office treat- 
ment is concerned, a .25 per cent of silver ni- 
trate, or one per cent zinc is about all that is 
necessary. In dealing with an acute purulent 
conjunctivitis, the actual swabbing of the con- 
junctiva of the lids with four per cent silver 
nitrate solution, neutralized in one-half min- 
ute with salt’ is efficacious. The same form of 
treatment is beneficial for all follicular types 
of conjunctivitis. 

As far as the treatment of styes is concern- 
ed, they almost take care of themselves by 
spontaneous rupture. The important thing 
with an individual who has recurring styes is 
to investigate the possibility of a refractive er- 
ror or a general asthenia. 

The Meibomian cyst is easily differentially 
diagnosed from the stye in as much as the cyst 
is rarely an acute condition. The patient com- 
plains of a small lump that has been on the lid 
for some time. The treatment indicated here 
is to open and thoroughly curette the sac. The 
treatment is painful unless about one-half a 
cubic centimeter of two per cent novocain is 





injected through the skin over the cyst, and 
then thoroughly massaged to insure infiltra- 
tion. Precede this by the instillation of sev- 
eral drops of cocain and the cyst can be opened 
through the conjunctiva, painlessly. After all 
the contents have been removed, fill the cav- 
ity with thromboplastin, and keep the chalazin 
forceps on for several minutes to prevent a 
hematoma, which causes delayed healing; it 
may also be the nucleus for a dense scar. 

Most foreign bodies of the cornea can be re- 
moved, after the instillation of several drops of 
four per cent cocaine, by means of a moistened 
cotton swab. This precludes much of the trau- 
ma which is frequently due to instruments. Of 
course, if this is not successful, the spud must 
be used. It is always important that all corneal 
strain be removed after the foreign body. Af- 
ter the removal of a foreign body instill a mild 
antiseptic, such as one per cent zinc, or mer- 
curochrome. Most important is the instillation 
of a bland anesthetic such as holocain or nu- 
percaine. The injured eye shou'd be covered 
with a pad. 

A penetrating injury of the bulbus demands 
the services of a specialist. However, the in- 
stillation of an antiseptic solution followed by 
a bland anesthetic ointment and a pad are in- 
dicated until further consultation can be ob- 
tained. An injection of some foreign protein 
is always indicated. This may prevent a pan- 
ophthalmitis. We prefer 10 cubic centimeters 
of milk which has been brought to a boil, and 
then injected into the buttocks. Although the 
injury is in the eye, if there are any indica- 
tions antitetanus serum should be given. 

In the treatment of iritis or cyclitis the gen- 
eral treatment is just as important as the lo- 
cal. In addition to foreign protein injections 
heavy doses of salicylates are practically al- 
ways indicated; in severe cases even the in- 
travenous injection of sodium salicylates 
should be employed. 

In dealing with acute glaucoma, immediate 
relief of pain can be obtained by the intraor- 
bital injection of one cubic centimeter of two 
per cent novocain. The site of injection is be- 
tween the inferior and external rectus, just 
above the floor of the orbit. The needle should 
be inserted about one and three-fourths inches 
before the fluid is liberated. The reason for 
this particular site is that the ciliary ganglion 
is located in that vicinity. Very rarely are you 
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apt to obtain an intraorbital hemorrhage fol- 
lowing this in‘ection.. This requires a firm 
pressure bandage, and the condition will rap- 
idly subside. 

Treat a chemical burn with copious irriga- 
tion, using ordinary water or saline. This holds 
even with a lime burn. If you know the exact 
chemical, it is, of course, better to use a neu- 
tralizng Fluid, but fortunately, we -do not 
always have access to the neutralizing agent. 
For a lime burn a freshly made solution of two 
per cent neutral ammonium tartrate should 
be used as soon as obtainable. This may even 
be continued several drops three times a day. 
Whenever there has been an erosion of the 
conjunctival surfaces use either castor oil or 
liquid petrolatum—freely. The lids should be 
everted and pulled away from the bulbus sev- 
eral timse a day; otherwise a symblepharon is 
likely to develop. 

Regarding fundus examinations: It is ex- 
tremely difficult, even for the man who is ex- 
amining eyes constantly, to get a complete pic- 
ture without dilation of the pupil. The safest 
mydriatic for the general man to use is a one 
per cent solution of euphthalmin. One drop 
will usually give sufficient dilation to accom- 
plish the purpose of the ordinary examination. 
It should always be remembered that it is nec- 
essary at the completion of the examination to 
instill a one per cent pilocarpine solution, and 
if the patient is over 40 years old he should not 
be pérmitted to leave until the pupils are back 
to their normal size, even if it is necessary to 
repeat the pilocarpine. If there is any inflam- 
mation present in the eye it is not advisable 
to dilate the pupil, as glaucoma may be pres- 
ent. 

We have presented a few of the high spots, 
and hope that at least one or two of them may 
be of some aid in general practice. 
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HOSPITAL SERVICE IN THE UNITED STATES: 
Fourteenth presentation of Hospital Statistics by 
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Number of the Journal of the American Medical 
Association; March 30, 1935; Price $.50. 

This reprint contains a vast amount of material 
upon the hospitals of the United States; superin- 
tendents of hospitals and many physicians will be 
especially interested in it. 
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A CENSUS OF CASES OF SYPH- 
ILIS AND OF GONORRHEA 
UNDER MEDICAL CARE 
IN NEW MEXICO 


By DR. M. J. EXNER and 
DR. WALTER CLARKE 


Medical and Public Health Activities Ameri- 
can Social Hygiene Association, 50 West 
50th Street, New York, N. Y. 


A census of cases of syphilis and gonorrhea 
under medical supervision in the-State of New 
Mexico was made by the United States Public 
Health Service in cooperation with the New 
Mexico State Bureau and the American So- 
cial Hygiene Association as a part of the broad- 
er study of health conditions and medical serv- 
ices in that state. The study followed the fair- 
ly uniform procedure which has been carried 
out in other areas comprising approximately 
one-fourth of the population of the United 
States. 


DEFINITION OF TERMS 

Throughout this report the term “case rate“ 
will deal with the number of cases per 1,000 
population which are under treatment at any 
given time by authorized sources of treatment. 
“Incidence” will represent the number of new 
infections which come to treatment during the 
year, new in the sense that they have not be- 
fore been treated by qualified source for the 
present infection. It is to be observed that the 
figures given cannot be taken to represent the 
actual case rate and incidence of these diseas- 
es, since experience indicates that generally 
only a small proportion of the existing cases at 
a given time are under medical care. 

The term “early” applied to syphilis means 
a duration of one year or less, and “late” of 
more than one year. For gonorrhea the term 
“acute” is applied to all cases in which the du- 
ration of the infection is three months or less, 
and “chronic” to cases of a duration more than 
three months. 


METHOD OF SURVEY 
A questionnaire was sent to each authorized 
treatment source. Data were requested on the 
number of patients under observation or treat- 
ment as of December 1, 1933, and on the num- 
ber who came in with a new infection of either 
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syphilis or gonorrkea during the month of Nov- 
ember, 1933. The reports were to indicate col- 
or and sex and the stage of infection or admis- 
sion. 
SOURCE OF REPORTS 

There were on the list 538 medical sources 
to which the questionnaire was sent. Of these 
142. were eliminated because deceased, not 
practicing, retired, unclaimed, et cetera. Forty- 
six did not reply. Of the 350 reports received, 
196 reported having one or more cases of vene- 
real disease under medical care. A total of 
1,831 cases were reported under medical super- 
vision on December 1. Of these, 87.1 per cent 
were in the hands of physicians and 12.9 per 
cent in hospitals, or other institutions. 

PREVALENCE OF VENEREAL DISEASES 

UNDER TREATMENT 

In Table I note that of the 1,831 cases of ve- 
nereal disease reported, 1,011 are syphilis and 
820 are gonorrhea. These figures do not repre- 
sent the proportionate prevalence of syphilis 
and gonorrhea but reflects that a smaller pro- 
portion of cases of gonorrhea than of syphilis 
seek medical attention. It is estimated that in 
the general population gonorrhea is two to 
three times as prevalent as syphilis. Of the 
number of cases reported 1,672 were white, 
106 were Indians, and 53 were Negroes. The 
case rate for syphilis and gonorrhea under 
treatment in New Mexico was 4.3 per 1,000 of 
the population. This may be compared with a 
prevalence of 4.8 per 1,000 in a surveyed coun- 
ty in Pennsylvania, and of 7.5 per 1,000 for the 
total surveyed areas in the United States. In 
New Mexico the rate for syphilis was 2.4 per 
1,000 of population and for gonorrhea 1.9 per 
1,000, as compared with 2.4 for syphilis and 2.4 
for gonorrhea in the Pennsylvania County and 
compared with 4.1 for syphilis and 3.4 for gon- 
orrhea in the total surveyed territory in the 
United States. Recalling that this census, of 
cases, records only those brought under medi- 
cal care and not the actual number of existing 
cases, it is probably fair to assume that the 
comparatively low rate in New Mexico reflects 
the general inaccessibility of treatment sources, 
the limited economic status of many patients 
and their lack of understanding of the serious- 
ness of these diseases. 


INFLUENCE OF RACE AND SEX 
In Table II we note interesting comparisons. 
Among both the white and the Negro patients 
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the males have a much higher rate of syphilis 
and of gonorrhea than the females, whereas 
among the Indians the males have a higher rate 
of gonorrhea than the females, but the females 
have a distinctly higher rate of syphilis under 
medical care—2.3 as compared with 1.5 for the 
males. It may be noted that the Indians have a 
somewhat lower rate of syphilis and of gonor- 
rhea than have the whites. The very much 
higher rate of both diseases among the Negroes 
is in accord with the common findings in the 
United States. In New Mexico the syphilis rate 
is 2.4 and for gonorrhea 1.9 per 1,000 among 
the whites, as compared with 9.8 and 8.8 per 
1,000 respectively for Negroes. 


STAGE OF INFECTION ON ADMISSION 

A slightly higher proportion (Table II) of 
males, and a lesser proportion of females seek 
treatment for syphilis in its early stages (with- 
in one year) than in its late stages, whereas, 
about twice as many males and females seek 
treatment for gonorrhea in its acute stage 
(within three months) as in its chronic stage. 
Of the Indians of both sexes and of the Negro 
males, however, a much larger proportion de- 
iay seeking treatment for syphilis until the late 
stages than come under treatment in its early 
stages. This is a serious fact in its relation to 
the spread of the disease and in its disadvan- 
tages in réference to cure. Of the Negro fe- 
males a larger proportion sought early treat- 
ment for syphilis, whereas, the larger propor- 
tion of them delayed treatment for gonorrhea 
to the chronic stage. 


ANNUAL INCIDENCE 

The method of determining the incidence 
rate was to take the number of fresh cases re- 
ported for the month of November and to mul- 
tiply it by 12, assuming, in accordance with 
experience, no marked seasonal variation. 

The detailed incidence rates are shown in 
Table III. The annual incidence rate for syphi- 
lis per 1,000 population in New Mexico was 7.9, 
and for gonorrhea 9.8. In comparison, the inci- 
dence rates for the total surveyed territory in 
the United States is 3.5 for syphilis and 5.7 for 
gonorrhea. It is observed that the incidence 
rate for the whites follows closely the combined 
incidence for all races. Among the Indians the 
syphilis incidence is markedly lower than for 
the whites of both sexes. The gonorrhea inci- 
dence rate for Indian males is considerably 
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higher than that for the white males, but for 
the females the rates are the same for both 
races. The incidence among the Negroes, based 
on the examinations of the limited number of 
56 persons, reaches the enormous rate of 63.2 
per 1,000 for syphilis and of 46.3 per 1,000 for 
gonorrhea. The syphilis incidence among Ne- 
gro women rises to 81.9 per 1,000. 

It is noted that of the whites both males and 
females sought treatment for syphilis in its 
early stages about twice as frequently as in its 
late stages. White males sought treatment for 
gonorrhea four times as frequently in its acute 
stage as they did in the chronic stage, while 
the white women came only one and one-half 
times as frequently in the early stages. 

Of the Indians all the males came to treat- 
ment for syphilis in the early stages, and the 
females twice as frequently in the early as in 
the late stage. In regard to gonorrhea the 
males sought treatment in the acute stage eight 
times as frequently and the women five times 
as frequently as in the chronic stage. 

Of the Negroes, the males sought treatment 
for syphilis in its early stages about twice as 
frequently as in the late stages, whereas, the 
females deferred treatment about a third more 
frequently to the late stages. As to gonorrhea, 
the situation is reversed, the Negro males seek- 
ing treatment about 2.5 times more frequently 
in the chronic as in the acute stage, while the 
Negro women sought treatment with the same 
frequency in the acute as in the chronic stages. 

In summary: The males of all races and the 
white and Indian females sought treatment for 
syphilis more frequently in its early than in its 
late stages, while the Negro females deferred 
treatment more frequently to the late stages. 
In regard to gonorrhea, the white and Indian 
males and Indian females came to treatment 
much more frequenily in the acute than in the 
chronic stage, whereas, the Negro males mostly 
deferred treatment to the chronic stage and the 
white and Negro women came to treatment 
with nearly equal frequency in the acute and 
chronic stages. 

TOTAL CASES IN PUBLIC INSTITUTIONS 

AND IN PRIVATE PRACTICE 

Table IV shows the distribution of the cases 
of syphilis and gonorrhea under treatment in 
private practice and in public institutions. 

Eighty-three per cent of the males and 81 
per cent of the females having syphilis are in 
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the hands of private physicians, while 17 per- 
cent of males and 19 per cent of females are in 
the care of institutions. Of those having gon- 
orrhea, 93 per cent of males and of females are 
in the hands of private physicians, while seven 
per cent of each sex are in the care of institu- 
tions. This unusually large proportion of cases 
in the hands of private physicians is probably 
accounted for by the exceptional unavailabil- 
ity of clinical facilities. In contrast to the high 
percentage of white and Negro cases in the 
hands of physicians, the Indians show only 
39 per cent of male and 38 per cent of female 
syphilis cases, and 61 percent of male and 62 
percent of female gonorrhea cases in the care 
of private physicians—the rest being in the 
care of institutions. 

In order to grasp the significance of the 
problem of syphilis control in New Mexico we 
may refer again to the prevalence of syphilis 
of 4.3 per 1,000 of the population under medi- 
cal care, or 0.43 percent in round numbers less 
than half of one percent. Contrast this with 
ihe prevalence of 5.8 per cent of positive blood 
tests in 1,646 men, women and children in Mora 
County shown in another section of the health 
survey. Assuming that this prevalence rate 
holds for the entire state, it means that only 
about one-thirteenth of the existing cases in 
the state are under medical supervision. So 
long as so large a proportion of cases escape 
attention, the problem of syphilis control re- 
mains a formidable one. 





EXTERNAL OTITIS 


CLAY GWINN, M.D. 
El Paso, Texas. 


In this discussion I shall consider the more 
common inflammatory diseases of the ear can- 
al. 

The anatomy of this part being peculiar, and 
since it has a definite relationship to its diseas- 
es, I wish to call particular attention to several 
points concerning it. 

The external auditory canal is about 2.5 cm. 
in length. The external half is cartilagenous, 
the remainder bony. Viewed anterio-posteri- 
orly it is slightly curved, the convexity being 
upward. Viewed from above it passes first 
backward then forward, forming an angle be- 
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fore the bony wall is reached. It narrows to- 
ward the bony juncture then enlarges to the 
drum. This narrowing traps many foreign 
bodies that enter the ear, and makes their re- 
moval more difficult if they pass the constric- 
tion. The floor is longer than the roof, due to 
the drum inclining at an angle of about 140 
degrees. The lower part of the canal is carti- 
lage, the upper part fibrous. In this cartilage- 
nous portion are two horizontal breaks, the in- 
cisurae santorini, which are important from a 
clinical standpoint because a deep seated fur- 
uncle may discharge into the parotid gland, or 
a parotid abscess may discharge into the canal 
through these slits. Below and in front is the 
tempero-mandibular joint; posteriorly is the 
glenoid lobe of the parotid gland. The upper 
posterior portion of the bony wall is thin and 
is encroached on by the mastoid cells. This 
portion is important from the clinical stand- 
point because cholesteatoma of the antrum of- 
ten break into the canal; and infiltration of the 
periosteum and sagging of this segment occurs 
in mastoiditis. 

The canal is lined with skin. The cartilage- 
nous portion contains sweat glands, sebaceous 
glands, and hair follicles, the inner portion con- 
taining fewer than the outer. At the bony car- 
tilagenous juncture are special glandular ele- 
ments, such as the ceruminal and large seba- 
ceous glands. These play an important role in 
diseases of this location. The skin is thin and 
lies almost directly upon the perichondrium, 
there being little connective tissue between. 
This firm attachment, and the fact that the 
skin contains very fine and sensitive nerve 
endings, accounts for the severe pain that ac- 
companies inflammatory conditions. 


FURUNCULOSIS: This is probably the 
most frequent disease of the external auditory 
canal. It usually develops at the junction of 
the pinna and the canal. There is a marked 
reaction in the follicles, especially if more than 
one is involved. The process may be mild with 
only slight local reaction, or it may be so se- 
vere that the canal is completely closed and 
may even extend to the point of sequestration 
of the bony canal, or may rupture into the mas- 
toid process or parotid gland. It is an extreme- 
ly painful condition with the symptoms usual- 
ly out of proportion to the findings. Jaw move- 
ments are usually restricted. The most im- 
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portant diagnostic finding is severe pain from 
manipulation of the auricle. 

Often the differential diagnosis between fur- 
unculosis, otitis media and mastoiditis, and 
even parotitis is difficult. Some cardinal 
points of differentiation are: In furunculosis 
there is little, if any, change in hearing; in 
otitis media and mastoiditis it is usually re- 
duced. Manipulation of the auricle, or pres- 
sure on the canal, produces severe pain in 
{urunculosis and in otitis media and mastoidi- 
tis usually none. In furunculosis the canal is 
distorted; in otitis media and mastoiditis it 
may be constricted but not distorted. Direct 
pressure over the mastoid elicits no tender.ess, 
in furunculosis and in mastoiditis tenderness. 
In furunculosis a discharge is present only it 
the furuncle has been opened or ruptured. In 
otitis media and mastoiditis the discharge 
comes through the drum and is usually pro- 
fuse. The drum, if seen, is normal in furuncu- 
losis. Temperature and blood picture are more 
nearly normal in furunculosis than in otitis 
media and mastoiditis. The groove behind the 
ear usually remains apparent in mastoiditis 
and obliterated in furunculoss. X-rays may 
show clouding but no cell destruction in fur- 
unculosis, while in mastoiditis there is cloudi- 
ness plus destruction in cells. 

In parotitis there is diffuse swelling over 
the gland with encroachment on the canal, 
without any pointing or tenderness. Hearing 
is unaffected and there is a dryness on that 
side of the mouth. 

Not infrequently otitis media or mastoiditis 
and furunculosis co-exist. Patients also are ob- 
served in which there is a swelling on the pos- 
terior wall with all the signs and symptoms of 
a simple furuncle, the drum appearing nor- 
mal. Failure of the usual treatment plus fur- 
ther examination, reveals the trouble primar- 
ily in the mastoid. 

Treatment: Methods of treatment are almost 
as numerous as the physicians that treat the 
condition. The patient, however, is usually 
most interested in the pain, so that must be 
controlled by the use of aspirin, pyramidon, 
and in cases an opiate. Furuncles should not 
be incised before liquefaction has occurred. 
The use of ethyl chloride will minimize the 
pain. In my experience a pack of ichthyoldine, 
neosilvol in glycerine, or phenol in glycerine 
accompanied by the dry heat of a 500 Watt 
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Mazda, or the infra-red lamp, has been the 
most effective means of controlling the pain 
and swelling. This is followed by a thorough 
drying of the canal. The hot water bottle, or 
electric pad, is used continuously at home. 
This procedure is followed both before and af- 
ter liquefaction of the furuncle. Others report 
good results using stanoxyl’, the acetate of al- 
uminum, tin ionization’, and stanus’. Bacteri- 
ophages and autogenous vaccines have also 
been suggested. 

In practically every text or article a hot 
moist pack, or irrigation with solution has been 
advised. All of us are familiar with the con- 
dition of our hands following continued immer- 
sion in water, or following an operation in 
which rubber gloves have been worn. The epi- 
dermis becomes wrinkled, pale, devitalized 
even to the point of maceration and desqua- 
mation of the external layers. Compare now 
the friction resisting cornified epithelium of 
our hands with the soft specialized lining of 
the canal, and conclude that, by the douching 
and packs, we have prepared an excellent 
media for bacterial growth and spread of the 
infection to adjacent glands and follicles. 

TANK, SWIMMING POOL, or BEACH 
EAR is the outstanding example of what oc- 
curs when water is allowed to remain too long 
in the auditory canal. This causes maceration 
of the tissues followed by itching, which the 
patient tries to relieve by scratching the canal 
with any available small instrument, thus 
abraiding the epithelium and giving the infect- 
ing organism an entrance into the tissues. 

The symptoms and course of this condition 
are about the same as furunculosis. The treat- 
ment is the same, with special emphasis upon 
keeping the canal absolutely dry. 

OTOMYCOSIS or FUNGUS INFECTION 
are more common in regions of lower altitude 
and greater humidity than here in El Paso. 
The entire canal may be filled with a moist 
dirty gray, brownish gray or almost black 
growth. Itching, stinging, burning and varying 
degrees of pain are the chief symptoms. Scales, 
crusts and flakes in the canal aid in making a 
diagnsois. Finding the spores and mycellium in 
a smear makes the diagnosis positive. At times, 
it is necessary to keep a culture as long as two 
weeks to find the spores. Removal of the scabs, 
or scales, produces bleeding which leads me 
to believe that these fungoids are endodermo- 
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phytons and grow beneath the stratum cor- 
nium. 

In the treatment of fungus infections I again 
wish to stress the importance of the dry canal. 
The most common methods of treatment are 
those in which various solutions of ethyl al- 
cohol and boric or salicylic acid are used. 
Many report favorable results using the Scott- 
Hill, or alcohol-acetone solution of mercuro- 
chrome. Some of these fungi have a remark- 
able tolerance for alcohol. The method of 
treatment that I have found to be the most 
satisfactory is as follows: The canal is thor- 
oughly cleaned, using hydrgen dioxide, then 
dried, after which Castellani’s solution is 
rubbed into the entire canal wall. Castellani’s 
solution is composed of carbolfucsin, resorcin 
and boric acid in alcohol, digested in acetone. 
The canal is then dried under the infra red 
lamp. Later the stain is removed with 10 per 
cent solution of sodium hyposulphide. This is 
combined with the internal administration of 
potassium iodide, on the theory that it prevents 
the formation of more spores. The solutions 
of alcohol alone do not seem to penetrate the 
deeper layers as well as those containing ace- 
tone and carbolfucsin. 

ECZEMA: The external auditory canal may 
be affected primarily, by extension from the 
face, scalp or auricle, or be secondary to a 
chronic discharging middle ear. It may be 
acute, sub-acute or chronic. 

The erythematous type is the most common. 
It is characterized by hyperemic patches, of 
variable size and number, associated with itch- 
ing and burning. The skin is harsh and dry, 
of reddish color with a violaceous or yellowish 
tinge. There is some thickening with scaling 
and a tendency toward oozing. The papular, 
vesicular and pustular types are seen less fre- 
quently. 

The treatment includes both local and gen- 
eral measures. Attention should be given to 
diet, hygiene, proper elimination, and the de- 
termination of any allergic condition. Cala- 
mine lotion or ointment, or an ointment con- 
taining crude coal tar, zinc oxide, corn starch 
and petrolatum should be applied locally. If the 
eczema is due to a discharging middle ear, or 
if it is an extension from the face, scalp or 
auricle, the primary focus must be treated. 
Again the canal must be kept dry, especially 
if there is oozing. There have been some fa- 
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vorable results reported from the use of x-ray, 
radium and the quartz light. 

ERYSIPELAS usually is seen following a 
mastoid operation. This causes much worry 
at times because of the initial chill followed by 
the rapid rise in temperature, suggesting a 
brain abscess or sinus thrombosis, before the 
characteristic swelling and red line of demark- 
ation appears. This is possibly one exception 
when moist dressings may be used on the ex- 
ternal ear. The area should be painted with 
ichthyol collodion and hot magnesium sulphate 
packs applied. Combined with the administra- 
tion of anti-erysipelas serum. 

PRURITIS is one of the most distressing and 
annoying conditions seen. The patient is con- 
stantly bothered by the itching, and the phy- 
sician has no positive findings, except possibly 
a traumatized canal from scratching. The 
etiology is obscure; it may be purely nervous, 
or it may be from a general condition such as 
hypothyroidism, or from allergy. It should be 
treated locally with salicylic acid solution, 
Castellani’s solution or calumine lotion. If 
the patient has an itching scalp, dandruff or 
any other skin disease, it must be attended to 
as it may be the primary focus. 

BULLAE: During influenzal epidemics, and 
during attacks of the so called “flu”, hemor- 
rhagic blebs or blisters are seen in the canal. 
They are of various size and shape, may be 
single or multiple and may involve the drum. 
They are probably inflammatory in origin. 
When occuring on the drum, they should not 
be mistaken for a bulging and opened, because 
an infection may be introduced thereby into 
the middle ear. The treatment is that of in- 
fluenza. The canal should be kept dry, two 
per cent silver nitrate applied topically, fol- 
lowed by heat under a 500 W. Mazda, or infra- 
red lamp. Opening is indicated to control the 
pain or prevent enlargement of the blister. 

In conclusion: There is a definite relation- 
ship between the anatomy and diseases of the 
external auditory canal. 

Aqueous solutions are to be used with cau- 
tion in diseases of the external auditory canal, 
and after their use the canal must be thorough- 
ly dried. 

Typical cases are usually easily diagnosed, 
but frequently they are complicated by co- 
existing infections, then an accurate know- 
ledge of the anatomy and pathology are essen- 
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tial in making the diagnosis and instituting 
treatment. 
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GRANULOCYTOPENIA 
(A Case Report) 





HARRY J. FELCH, M. D. 
Phoenix, Ariz. 


A female school teacher, age 32, on April 16, 
1934, deve'oped severe aching, intense head- 
ache, sore mouth, fever and general malaise. 
She made no improvement, so on the 20th of 
Apri! she entered the hospital; the diagnosis of 
granulocytopenia was then made on the basis 
of the blood findings. (For daily records on 
white cell counts, pulse, temperature, respira- 
tion, blood transfusions and pentnucleotide in- 
jections see table). 

She had had eczema, hives, malaria (1907), 
measles, pertussis, mumps, chicken pox, furun- 
culosis (1923). abscess on right kidney surgical- 
ly drained (1914); frequent colds in late years 
for which she was given injections of respira- 
tory vaccines; reduction of weight from 205 to 
159 pounds (1929) by being put to bed and on 
careful diet, three moiars extracted (1933), and 
a d'slocated shoulder (1934). The shoulder 
was reduced by me in the road without an an- 
esthet'c per her request. She used allonal at 
night when she could not rest, but seldom took 
more than one or two tablets a week, which 
she continued for a few months. Shortly after 
the accident, she began to feel badly. 

She had marked pallor, B.P. 100/62, pyorrhea 
moderate, tongue coated, whitish membrane on 
gums w.th s'!oughs as large as a quarter on the 
gums of the right lower incisors almost down 
to the root tips. On the right buttocks was a 
slough one-fourth inch in diameter, as though 
deeply burned by a hot iron. 

In addition to eight blood transfusions of 
4259 ec., eighteen injections of pentnucleotide, 
six of them of 20 cc and the others of 10 cc. 
each, she had two injections of white cell con- 
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centrate; she was encouraged to take large 
amounts of fluids all through her illness; her 
diet, except for the first two days, was liberal; 
infra-red light was applied daily to her chest 
and left arm and shoulder; bone marrow and 
spleen were given by mouth throughout the 
illness and during convalescence. The last in- 
jection of pentnucleotide produced a chill and 
fever. The third injection of pentnucleotide 
was followed by nausea for about 40 minutes. 

After two days of treatment the neutrophiles 
jumped from nothing to 12 per cent; thereafter 
on three days neutrophiles were not found in 
the blood; after the ninth day of treatment the 
percentage of the neutrophiles increased stead- 
i:y to 73 per cent-—reached on the thirteenth 
day. The white ce'l count of 1000 on the first 
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day rose steadily to 12000 on the 16th day of 
treatment. Codeine, 25 grs., was given on the 
3rd and 4th days of treatment just before and 
after the transfusions to make her more com- 
fortahle. 

The blood transfusions undoubtedly kept the 
patient alive—at least she said she felt better 
for hours after each transfusion—until the 
pentnucleotide, which I believe started the im- 
provement, began to cause an increase of neu- 
trophiles. White cell concentrate was given 
only twice and as improvement had already be- 
gun, just what part it played in the recovery 
cannot be told. The part that the allonal may 
have contributed in the etiology of this condi- 
tion in this case is not clear. 





PHYSICIANS’ CAPITAL IN- 
VESTMENT AND DISEASE 


Dr. G. G. Thornton of Lebanon, Kentucky 
advises physicians to give honest efficient ser- 
vice and to charge for it with due considera- 
tion for the time and money spent in securing 
a medical education. He explains to his pa- 
tient, for example a farmer, who may think 
that his charges are too high as follows: You 
have your money invested in lands, stock, 
farming utensils and etc., and if you die your 
wife may sell what you have and in this way 
provide for her future; if I die my capital in- 
vestment which is in education, books, medi- 
cal journals, office fixtures, and equipment is 
either gone or practically worthless to my wife. 
My living depends upon my health, eyesight, 
hearing, right mind, and disposition to work, 
not just all day, but all night and every day. 
and not to be my own man, but somebody 
else’s anytime, rain or shine, cold or hot, night 
or day, tired or rested. 


IS SOCIALIZED MEDICAL INEVITABLE 

Dr. Morris Rosenthal writing in the New 
York State Journal of Medicine for May un- 
der the title of “Why Socialized Medicine is 
Inevitab'e” says that there are a number of 
forces that are steadily, definitely, pushing us 
toward socialized medicine. So long as the 
workers were making good wages and were 
able to employ physicians and nurses and 
purchase medicine and hospital services when 
their families were ill, they were reasonably 


contented. Then too in many places the em- 
ployers furnished medical ' service. Under 
existing conditions the burden of illness can 
searcely be met. Workers are naturally dis- 
contented. The workers know further that 
by collective action, podling of funds, and by 
insurance they can make provision against 
financially burdensome illness. 

Another force which is working us toward 
socialized medicine is the incorporation into 
the political platforms of planks’ relative to 
socialized medicine. The politicians see the 
opportunity and put forth for the considera- 
tion of the workers, the advantages that they 
will have under a system of socialized medi- 
cine. Socialized medicine has been used even 
before the time of Bismark as a lure by poli- 
ticians for political advancement. 

A large part of the medical profession has, 
for many years, had such low incomes that 
many physicians are actually in favor of so- 
cialized medicine as a solution of their own 
economic ills. He says that 40 per cent of the 
physicians, who had been in practice from five 
to 35 years in New York City, at the time of 
our greatest prosperity had a gross income of 
less than $3,000 a year. 

Socialized medicine is not a long step to be 
taken as the state has already provided care 
for the tuberculous, the mental, the contagi- 
ous, and the genito-urinary, diseases. The 
state too has already provided for examina- 
tions of school children, prophylactic medicine, 
public hygiene, water supply, disposal of garb- 
age, etc. State medicine is but one part of a 
great social movement and will be swept into 
being along with other social reforms. In the 
changes that come the profession will be regi- 
mented with a central bureau and payment 
for the services will be from a high central 
source. The burdensomeness of these bureaus 
to us will depend upon our own actions. We 
can mo'd these bureaus so that they will be 
serviceab'e to the patients and fair to our- 
selves. If we fail to meet and control the poli- 
ticians they will walk all over us and our pa- 
tients and all will suffer. 

He goes on to say that the public will have 
its doctors as it has its teachers, policemen, 
firemen, etc. The ridiculously low fee now 
paid by the government to doctors, the limita- 
tion of visits, etc. are cited as examples of 

(Continued on page 260) 
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“NUMBO JUMBO”, INSURANCE, AND 
YOUR STATE SOCIETY 





We condense from the Detroit Medical News 
of April 22, 1935, the following: Those de- 
manding state medicine seem haplessly un- 
aware of the ma‘or economic situation when 
attempting to magically, presto-chango, con- 
vert the poverty of unemployment into afflu- 
ence to pay insurance premiums which in 
turn will pay medical costs. The believers in 
medical economic “numbo jumbo” should face 
the facts that the problems of medicine in so 
far as the economic phase is concerned is 
merely a part of the major economic problems 
of the country. 


To attempt to solve the problems of medi- 
cine without regard to the larger and more in- 
clusive economic situation is about as intelli- 
gent as to try to control the temperature of a 
seriously ill patient in an epidemic and neglect 
the larger problem of sanitation and hygiene. 


It is to be remembered when many persons 
are calling for action in one specific direction 
that thoze who live in the shadow and the lar- 
gess of the dominating political party can 
think usually only within the limits prescribed 
by the party. One may be a professor or even 
a regent and yet be incapable of fearless hon- 
est thinking when masters of the party have 
spoken. 


Various and fantastic insurance ‘schemes 
have been suggested; one holds that the insur- 
ance can best be provided by private corpora- 
tions. Would these private insurance comnan- 


ies have salaried doctors? Or how would the 


insurance companies administer the practice of 
medicine? 

A state may run its own insurance company. 
In such an event the ultimate board of direct- 
ors would be the State legislators. The doctor 
that knew the most important “poobah” would 
have the ranking position in medicine and he 
who knew the governor would be the chief 
consultant, diagnostician, and surgeon all roll- — 
ed into one. 

Or again the medical profession might set 
up and run an insurance company; and “this 
listens good if one is a good listener and fol- 
lower”, but there is a lack of cohesion in the 
medical profession and an absence of a straw- 
boss, or put in another way every physician 
wishes to lead and not to follow. 

Along with insurance schemes to take care 
of sickness there must be unemployment in- 
surance and an insurace to pay the insurance 
premium when a person is unemployed. “Soft- 
ly, softly, and tut tut! We solve this problem 
by ignoring it.” 

When we think of what is tolerated in the 
European nations, it certainly would not be 
liked nor accepted by Americans: who do not 
have the traditions of the “peasant and peon”. 
“Peop'e in other Jands are satisfied to take 
baths after the Spring thaw”, but Americans 
demand bathtubs and indoor plumbing as nec- 
essities. 

It would seem thoroughly logical that along 
with the solution of the ills of the world. the 
medical economic phase will probably be best 
solved if Jet strictly alone. 

As we have said at other times. and this is 
not a part of the “numbo jumbo” editorial, 
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give every wage earner a job and an adequate 
wage (not a “dole”) and the medical economic 
problem along with other major economic 
problems is solved. 





ROSENWALD FUND ANNOUNCES PLAN 
FOR SOCIALIZING MEDICINE. 

The trustees of the Julius Rosenwald fund 
have set aside $284,000 to be expended during 
the fiscal year beginning July 1st for work 
among colored persons and for furthering the 
socialization of medicine. Edwin R. Embree, 
prseident of the fund, stated in a recent inter- 
view with the Chicago Tribune, that they pur- 
posed to place competent medical service and 
hospitalization within the reach of persons of 
moderate means. They now have 344 plans 
concerning medical care in their office and 
they state that several of these plans have been 
endorsed by the American College of Sur- 
geons. 

It is well for physicians to do what they may 
to acquaint the public with both sides of the 
question; one must not be one-sided in this 
matter. Before attempting to speak upon the 
subject before an organization a physician 
should secure reliable data from those who 
have made a study of the subject; having done 
that it is well to present these facts before as 
many clubs and organizations as possible. It 
must ever be kept in mind that the mere state- 
ment that every one should have the best med- 
ical car for any and all ilnesses appeals to prac- 
tically all persons as being thoroughly logical; 
along with this statement, however, should be 
the statement that every person should have 
enough good milk and other food. It would 
seem that if every person competent to labor 
was guaranteed a job, the problem of socializ- 
ing medicine as well as securing plenty of food 
would be properly and quickly settled; it seems 
that this is really the answer to the question of 
socializing medicine. 





MEDICAL GRIEVANCE COMMITTEE 

The Wisconsin State Medical Society had in- 
troduced into their legislature a bill creating a 
“Medical Grievance Committee” consisting of 
the State Health Officer, the Secretary of the 
State Board of Medical Examiners, and’ the 
Attorney General or his deputy. The purpose 
of having such a committee is that it may re- 
view the irregular practices of physicians in or- 
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der to correct them. At the present time the 
only penalty for irregular practices is revoca- 
tion of the physician’s license. There are minor 
offenses which should be corrected and for 
which perhaps there should be punishment, 
and the revocation of a license would be too 
great a punishment. The plan is that the com- 
mittee shall devise methods of punishment and 
investigate practices which are inimical to pub- 
lic health before physicians get themselves in- 
volved into criminal practices. The revocation 
of a license can only come after a physician has 
committed a serious offense. New York State 
has such a Medical Grievance Committee. 





SOCIALIZATION OF BUSINESS 

Business men are perhaps trained to keep 
their ears to the ground for distressing ele- 
ments to their personal affairs more than are 
physicians. It has been noted by certain busi- 
ness men that a socialization of medicine may 
be precedent to socializing of industry and 
that business will be called upon to foot all the 
bills of any and all experimental schemes of 
this character. “Nation’s Business” states 
editorially that on first thought ours would 
seem to be a backward country because of the 
lack of health insurance which has for years 
existed in many European countries. There is 
a great deal to indicate however that health 
insurance has been a step backward rather 
than forward; for health insurance has not 
lowered the mortality rate; it has not lowered 
the sickness rate; and it has not decreased the 
total costs of medical care, but in reality has 
increased it; there has been a definite deter- 
ioration in the quality of medical service and 
a retardation of medical progress; personal 
relations between physicians and patients, in- 
stead of being advantageous are actually being 
detrimental. 

Nation’s Business has apparently seen the 
light which is that State Medicine if it comes 
is but a fore-runner of regimentation of busi- 
ness of all sorts—especially of food, heat, 
clothing, and other essentials. 





PHYSICIAN WANTED 
Hancock, Texas, a community of about 1500 
inhabitants is in need of a physician. Free 
office space and other advantages will be af- 
forded the first year. 





aera sm ee 
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THE NATUROPATH LAW 


Naturopaths will now be licensed to practice 
in Arizona. Persons suffering from beginning 
tuberculosis, cancer, diphtheria, diabetes and 
the like will fall into the hands of naturopaths 
who will keep hold of them until it will be too 
late to do anything for them and until their 
chances of being cured will be gone. Recogni- 
tion, and therefore reporting, of contagious 
diseases will be tardy. Unenlightened and 
unsound advice on health matters will be 
given to the public. Every doctor knows per- 
fectly well, and none better than Dr. Moeur, 
that this new law places in jeopardy the pri- 
vate and public health of the citizens of Ari- 
zona. 


People have always looked to their phy- 
sicians for advice in health matters, and they 
have always expected from the executive pro- 
tection from legislative folly. When this biil 
was presented for executive consideration, it 
was not a matter of politics nor of party nor of 
personalities; it was a matter of protection 
of the public health. And how a governor who 
had made an honorable living in the life-long 
practice of medicine could fail to veto this 
pernicious menace to the public health when it 
came before him, is more than we can under- 
stand. It is our belief that in this matter Gov- 
ernor Moeur fell short of what is expected of a 
physician and of an enlightened executive. 





Letter Column 

We announced some time ago that we wish- 
ed to have a letter column. We have the 
column but nothing to go into it. At least there 
have been but a few letters received. Our hope 
had been that the physicians of the South- 
west would take advantage of this column to 
express their ideas upon live topics especially 
that of social medicine. There is no question 
but that the subject of medical economics is 
of vital interest to the medical profession; and 
it perhaps is of even far greater concern to the 
laity than it is to the profession. 

To illustrate the significance of this last 
statement there is at least one community in 
the Southwest, if we are reliably informed, 
which is relying upon a cultist with nearly no 
medical training, for its practitioner of the 
healing art. This is lamentable. It is due to 
the fact that the income from the communities’ 
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illness and accidents is inadequate to support 
a physician and pay interest upon the capital 
investment of his education. It may be neces- 
sary not only to pay interest upon what he 
expended for his education but he may be re- 
quired to pay back the money he borrowed in 
order to acquire his education. The cultist is 
not burdened with a heavy debt for his educa- 
tion any more than he is ladened with medical 
knowledge. The small community may sup- 
port a cultist where it cannot support a doctor 
of medicine. The result is that any person af- 
flicted with a serious malady or injury is taken 
to a physician at considerable distance and at 
considerable expense. This community there- 
fore probably pays a great deal more for medi- 
cal attention than ‘if it were to build a small 
hospital and in addition subsidize a competent 
physician in order to get him there to take 
care of the ills of the community. The popula- 
tion there would then also need to be educated 
that there is nothing which can happen to 
them for which the cultist could care that the 
physician could not care for with greater or 
at least equal efficiency. 

This has grown into an editorial on the medi- 
cal economic question rather upon the “letter 
column”. Surely there are many physicians 
who have ideas upon this and other great 
questions and those very ideas which you, 
physicians of the Southwest, are keeping con- 
cealed, locked up in your brains, may be the 
answer to some of the important problems of 
the day. May we have your ideas in letters? 





New Mexico State Medical Meeting 

The 53rd. annual meeting of the New Mex- 
ico State Medical Association was held in Al- 
buquerque the latter part of May. The ses- 
sions were well attended, all being held in the 


Franciscan Hotel. The scientific and commer- 
cial exhibits were in the spacious lobby. There 
were two notable features of the meeting: The 
papers on the scientific program were almost 
all given by out-of-State men; the noon lunch- 
eons were served in three rooms in each of 
which took place a round table discussion upon 
a preannounced subject. A visitor or two in 
each case was asked to open the discussion 
upon the subject in question after which there 
were questions and discussions by various 
physicians in attendance at the luncheon. 
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The local physicians were omnipresent and 
seemed determined not to allow their guests 
to have a dull moment. The quality of the 
papers the readers will have an opportunity 
to judge; for the present let it be said that they 
seemed most meritorious. One feature that 
perhaps deserved criticism was that there was 
rather too much program for each session sc 
that discussion from the floor was greatly cur- 
tailed or entirely eliminated. We gained the 
impression that the physicians of New Mex- 
ico as a group rank high in scientific attain- 
ments. 





DAILY NEWS BULLETINS FROM STATE 
MEDICAL ASSOCIATION 

The Medical Society of the State of New 
York has a Public Relation Bureau whose duty 
it is to serve the press of the State in the in- 
terpretation of medical information of possible 
interest to the public. The accuracy of the in- 
formation released is vouched for by the so- 
ciety; any physician quoted directly approves 
the statement and the society represents that 
he is qualified to speak upon the subject in 
question. 





BLOOD DONATION, A COMMUNITY 
SERVICE. 

The Frank Luke Post of Phoenix has sev- 
eral blood donors—one number one, two num- 
ber two, three number four, typed and thor- 
oughly tested who are willing to give blood in 
emergencies where professional donors cannot 
be afforded. Probably in the course of time 
they will have several others to add to these 
groups. This is a unique community service 
and the Post is to be congratulated upon this 
helpful, often life-saving, service. 





COMMITTEES OF THE ARIZONA STATE 
MEDICAL ASSOCIATION 

The members of the Public Welfare Com- 
mittee are: Dr. W. O. Sweek, Dr. C. E. Yount, 
and Dr. Meade Clyne of Phoenix, Prescott and 
Tucson, respectively. The Medical Economics 
commitee elected by the House of Delegates 
is) Dr. A. M. Tuthill, Dr. Clarence Gunter, 
and Dr. C. L. Wilson of Phoenix, Globe, and 
Winslow respectively. The Medical Defence 
committee as elected by the House of Dele- 
gates is: Dr. John Bacon, Dr. R. D. Kennedy, 
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and Dr. D. F. Harbridge of Globe and Phoe- 
nix. The contact committee with the Industrial 
Commission is Dr. C. R. K. Swetnam, Dr. A. C. 
Carlson, Dr. R. D. Kennedy, Dr. E. P. Palmer, 
and Dr. Meade Clyne from Prescott, Jerome, 
Globe, Phoenix, and Tucson, respectively. Dr. 
D. F. Harbridge of Phoenix is ex-officio mem- 
ber of all committees, and Dr. W. W. Watkins 
is secretary of the Industrial Commission Con- 
tact Committee. This last committee meets on 
the first Sunday of each month at the West- 
ward Ho Hotel. 





“JOKIN’ AN’ JOSHIN’” 


In the news column is an item relative to the 
organization of an eye, ear, nose, and throat di- 
vision of the Maricopa County Medical Society. 
This is commendable. The secretary has issued 
what he calls bulletin number one for the Phoenix 
Eye, Ear, Nose and Throat Society and he entitles 
it “Jokin’ and Joshin’’’. We regret we haven’t space 
to reproduce the entire bulletin, but we take the 
liberty of making a few short quotations: 

“From time to time you will get notes of general 
interest, including medicine and special surgery, 
politics, news items and intangible tax reports, etc.’ 

“A laymen met me on the street this morning and 
said: ‘Doc, I see in the papers that you have form- 
ed a specialist society here, gee, that’s fine. Are 
you going to raise your prices?’ I told him no, but 
the main intention is to keep up in our line of work 
and promote more kindly feeling toward each other. 
I says ‘down-right brotherly-love.’ That fellow be- 
lieved every word of what I told him. I could tell 
by the way he acted, and he said ‘ don’t know much 
about you specialists, but, gee, them other birds 
(he meant the genreal men) sure do pour it onto 
each other.’ ” 

“One of Bill Schwartz’ FERA cases got sore at 
him because Bill refused to put his bifocal lenses 
in the frames upside down. I don’t see why Bill 
should care, long as the patient was pleased. 

“One of our general men called up one of our 
‘snoot group’ not long ago and asked him if he 
would ‘make a hole in one of his patient’s sep- 
tums’. These holes are sure easy to make and hard 
to cover; did you ever try one that you made? Bet- 
ter leave ’m alone unless they’re pretty little.” 

“We're not going to have hardly any by-laws at 
all, but IF we DO have any theyre all going to fall 
back on just one-man to man agreement. If a man 
can’t keep one of THEM, well, we won’t be able to 
keep him either.” . 

“Your president and secretary both hope that 
every possible ‘fracture of any moral nature’ will 
be healed by ‘first intention’! Our idea is to KNIT 
you.” 

“Hoping that you won’t straighten any septums 
that ain’t crooked.’ Am yours until we meet again.” 
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We predict that this organization with Dr. Yan- 
dell’s Jokin an’ Joshin’ will go a long way toward 
making better feeling among the members of this 


group. 





A COMMITTEE ON MEDICAL RELIEF 
REPORTS 





The committee on medical relief of West Vir- 

ginia reports that the physicians of West Virginia 
have had 14 months or more of experience doing 
medical work for those on relief. It seems from a 
reading of the article that a considerable per cent 
of their physicians have been willing to participate 
in giving medical relief, though a ceratin number 
of the physicians objected to the plan and believed 
it was wrong. The chairman of the committee of 
the state says that his work with the Federal sub- 
sidies in West Virginia will help stay state med- 
icine. It is the opinion of the commitee that med- 
ical relief will be with them for some time to come. 
The committee has the following to say: 
. “As a matter of record, we should like to state 
we are no more in sympathy with the Federal 
Medical relief program than the average doctor. 
We view the whole situation with some alarm. 
And yet none of us can afford to ignore it, because 
if we do not maintain adequate control over the 
policies and expenditures of the relief program, 
we will soon find ourselves in a sorry plight.” 





THE FLUORINE MENACE 

We call attention to this for two reasons. There 
has been little, if any, information on the effects of 
fluorine to reach the medical literature and hence 
the medical profession of the United States cannot 
have been informed as to the effects of fluorine. 
The second reason is that fluorine is being used in 
insect sprays for fruits and vegetables which are 
subject to interstate shipping. Dr. Margaret Cam- 
mack Smith, professor of nutrition at the Univer- 
sity of Arizona, has done a great deal of work to 
establish the relation of fluorine to mottling of 
teeth. In Arizona there are certain sections where 
the children uniformly have mottled enamel of 
their teeth. It has been found that there is fluor- 
ine in the drinking water in these sections. Dr. 
Smith has definitely establihed that a small 
amount of fluorine taken into the system will pro- 
duce mottling in the teeth enamel of the young. If 
fluorine is used as an insecticide or for spraying 
fruits and vegetables, this, together with the harm- 
ful effects of fluorine should become general knowl- 
edge of the medical profession and scientists and 
others who have to do with the food supply of the 
world. 


r 


EL PASO COUNTY MEDICAL SOCIETY 
(Reported by Dr. L. C. Dutton, Sec’y) 
Meeting was called to order at 8:00 pm., by 
Dr. B. F. Stevens. Minutes of the previous meet- 


ings were read and approved. 
Dr. Spearman, in conjunction with Dr. Leslie 
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Smith, presented a paper, “Alcuholic Pellagra.” 
Dr. Smith showed lantern slides llustrating the 
case. Discussed by Drs. Dutton, Smith and Green. 

Dr. Rennick and Waite presented a case of in- 
fant death. Resuscitation having failed after vig- 
orous effort. At autopsy a large liver was found 
with, absence of the left diaphragm; intestines 
were in the left pleural cavity; left lung was col- 
lapsed; right lung had slight amount of air bear- 
ing tissue; there was a patent foramen ovale. 

Dr. A. W. Multhauf made a motion that Dr. 
H. D. Huffakers dues be paid by El Paso County 
Medical Society. Passed. 

Dr. Robert Thompson made a motion that the 
meetings be held down town in the fall. This mo- 
tion did not pass. 

‘ Dr. S. H. Newman offered the following resolu- 
ons: 

No. (1). Resolved that our committee on relief 
work be instructed that it is to make no cuts in 
physicians’ bills without first giving the physi- 
cians in question a hearing. 

No. (2). Resolved that our committee on relief 
work be instructed to present monthly to this so- 
ciety a report on the amount of relief work done 
by every member participating, the amount of his 
bill and the amount allowed by the committee. 
Meeting adjourned 9:30 p. m. 


Public Health Notes 








J. ROSSLYN EARP, DR, P. H. 
Director New Mexico State Bureau of Public Health 


MEASLES IMMUNE SERUM: The usefulness of 
measles immune serum or whole blood depends 


greatly upon the time of giving. The accompany- 
ing chart is intended to aid the practising physi- 


cian in choosing the time. For permission to re- 
produce the chart as well as for the use of their 
block we are indebted to the American Public 
Health Association. 

Karelitz and Schick: have shown that the re- 
sults of seroprophylaxis in measles depends upon 
the intimacy of exposure as well as the time in- 
terval. Contact in the home is more intimate than 
in the ward of a hospital. In homes where crowd- 
ed conditions prevail larger doses of serum must 
be given or the serum must be given earlier to 
secure protection or attention. 








LEAGUE OF NATIONS PLAN: General practi- 
tioners may be interested in the plan, formulated 
by experts appointed by the Health Organization 
of the League of Nations and here reproduced, 
for the continuous tratment of early syphilis. The 
experts’ recommendations are based on study of 
the records of 93 clinics in five European coun- 
tries—a total of 13,198 case records. 

The use of insoluble mercurials intramuscularly 
is not recommeended. 

In cases of primary syphilis that remain sero- 
negative throughout a minimum of five courses 
of arsenicals is to be given. Cases that at any 
stage give a positive Kahn or Wassermann test 
should receive the full treatment called for in the 
plan. 

1. Karelitz, S. and Shick, B: Jour. A. M. A, 
104, p. 991, March 23, 1935. 
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TREATMENT FOR EARLY SYPHILIS 
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Bismuth, 4 doses, 
0.2 gramme and 
K.L., or Unet. 
Hg. and K.I. 








“606"’ dosage for first 3 injections at level of 0.1 gramme for each 25 pounds 
(11.3 kg.) body-weight. Average subsequent dosage, 0.4 gramme, men; 0.3 
gramme, women the fourth and subsequent injections in the first course at 
weekly intervals In average patient, ali lesions heal rap’dly and blood sero- 
logical reaction becomes negative during first course. If “‘606’’ cannot be used, 
substitute 8 to 10 doses 03 gramme silver arspenamine (silver salvarsan for 
women and 0.6—0.75 gramme for men.) This applies also to subsequent course. 


If mercury is used: note overlap of 1 week at end of first and start of second 
“606”’ courses. At this point a few days without treatment may be dangerous. 
Neuro-relapse. 


react on after frst 
especially at this 


“606"’ starts, Bismuth stops. Wetch for nrovoc tive serolog:« 
dose of “606.” Try to prevent short lapses in treatment, 
early stage. ‘ 
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Bismuth, 10 doses |. 
or Ungt. Hg. and 
K.I. 

10-122 Probation. No treatment. 
123 Complete physical and neurological 

; great vessels. 











Bismuth, 8 doses or ‘alae 


} 1 
Bismuth, 10 doses |... 


Bismuth is better than mercury. Use if possible. Examine cerebro-spinal fluid 
if patient’s cooperation can be secured at about this time. If found to be 
abnormal, continue or intensify treatment as resuired, re-examining fluid 
within six months. 


Note that bismuth or mercury courses are gradually getting longer—4, 6, 8, and 
now 10 weeks. 


The avesage sero-negative, sero-positive 


primary or early secondary patient 
should have at least 5 courses of “606.” 


It is safer to finish treatment with bismuth or mercory rather than with “606.” 





6-12 
examination, lumbar puncture, and, if possible, fluoroscopii examinations of heart and 











NEWS ITEMS 





Dr. G. T. Van Marel of Glendale, Arizona, has 
been made assistant County Physician for that 
district, vice Dr. Henri S. Denninger resigned. 

Dr. Trevor G. Browne, of the Phoenix Clinic, 
who has been taking an active interest in the lit- 
tle Theater for the last several years, has been 
elected president of the Board of Managers for the 
year 1935-1936. 
major productions. 

Dr. and Mrs. Warner W. Watkins spent several 
weeks of May and June away from Phoenix. They 
attended commencement exercises of their daugh- 
ter Merial, who sraduated from Redlands Uni- 
versity, Redlands, Calif. They have announced her 
engagement to Kenneth E. Grimm. 

Dr. R. W. Hussong, who has been an interne at 
the St. Joseph’s Hospital during last year and who 
is a graduate of the School of Medical Evangelists 
of Los Angeles, has been appointed City Physi- 
cian of Phoenix to take office upon July 1. Dr. 
Hussong has specialized in public health work. 
The city commission and the city board have been 
studying the proposition of improving the health 
conditions of the city of Phoenix; their appoint- 
ing a full time physician was one of their first 
moves toward improving health conditions. 

Dr. M. I. Leff of Glendale, Arizona, has been 
named City Health Officer for that village and 
he has taken over improvements of city condi- 
tions and the removal of mosquito menace. 

Dr. W. L. Brown of El Paso attended the an- 
nual New Mexico State Health Meeting in Albu- 
queraue in May. 

Dr. Harlan P. Mills of Phoenix must be proud 
of his son Roscot Harlan who received his doctor 
of Philosophy decree from the California Insti- 
tute of Technology this spring. Roscot Harlan is 
a graduate of Phoenix High School in 1924 and 
Pomona College in 1928. His doctorate was attain- 
ed in aeronautical engineering in which depart- 
ment he has been working part time. 

Doctors H. T. Bailey and Mayo Robb have an- 
nounced the dissolution of their partnership which 
has been in effect for a number of years. Dr. 
Bailey is away from Phoenix for the summer re- 
cuperating from his recent illness. He expects to 
re-enter practice when he returns this fall. 


Dr. R. J. Stroud is representing the Tempe Ro- 
tary Club at the Rotary International Meeting 
which is being held in Mexico City this spring. 
Mrs. Stroud, son and daughter are with him. 

Dr. S. W. Cartwright recently Senior Physician 
at Fort Defiance and previous to that of the 
Phoenix Indian School Hospital has been trans- 
ferred to the Sacramento Indian agency in Cali- 
fornia. 

Benjamin B. Johnson of Mesa, son of Mr. and 
Mrs. G. A. Johnson, graduated this spring from 
the George Washington Medical School at Wash- 


He has played in a number of 
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ington, D. C. and is now serving an interneship at 
the city public hospital in Baltimore. With his 
wife, he recently visited his parents in Mesa. 

Dr. J. H. Patterson was the speaker at a Mesa 
Lions Club meeting in May. 

Dr. Walter Brazee of Kingman recently spent a 
few days in Phoenix; his wife had undergone a 
a major opneration a Phoenix hospital and he 
came down to see how she was getting along. 
Reports are that although she had a stormy 
course for a short time she is now doing as well 
as can be expcted. 

The City Health Department of Phoenix has 
been making an intensive fight against mosquitos. 
They have requested that all citizens join with 
them in the campaign. 

Dr. H. M. Purcell, urologist of Phoenix, attend- 
ed the American Urological Association Meeting 
in San Francisco June 25-28. 

Dr. Fred Jordan recently made a trip to Boul- 
der Dam and was ferried across to the California 
side. After inspecting Boulder City and the dam 
he went on to California and had a week’s visit. 

Dr. Robert M. Matts, house physician at the 
Good Samaritan Hospital a year or two ago, is 
now with one of the CCC camps near Prescott, 
Arizona. He is married. 

Dr. Louis D. Vaughn, son of Mr. and Mrs. 
George W. Vaughn of East Virginia avenue, Phoe- 
nix, Arizona, is now associated with the Mayo 
Clinic at Rochester, Minn. He recently finished an 
interneship at the Ancker Hospital at Saint Paul 
Minn. He is a graduate of Northwestern Univer- 
sity in medicine and took his collegiate work at 
Phoenix Junior College with one year at North- 
western. He is going to specialize in internal medi- 
cine. 

Dr. Ralph Palmer, Medical Advisor to the Ari- 
zona Industrial Commission, has been appointed 
a member of the Committee of International Medi- 
cal Relations of the Pan American Medical Con- 
gress which is making a 35-day ocean tour. The 
Congress sails from New York on June 29 at 1:00 
a. m., on the Queen of Bermuda. The first call will 
be at Nassau in the Bahama Islands on the morn- 
ing of July 1st; they will leave there that afternoon 
and on the third call at Kingston, the principal 
city at the Port of Jamaica, where the day is 
spent. On July 5th they call at Curacao one of the 
Dutch Islands of the West Indies just off the coast 
of Venezuela. They arrive in Rio de Janeiro July 
14 where the sessions of the Congress will be held. 
They sail from there on July 17th and spend two 
days, July 18th and 19th, at Santos and other 
points in Brazil. Sessions of the Congress will be 
held at Sao Paulo. On July 27 they they arrive at 
Trinidad, a British West Indian Island off the 
coast of Venezuela at the mouth of the great Ori- 
noco River. Sailing that evening they arrive on the 
29th at Porto Rico; sailing from there late in the 
afternoon to New York, they arrive August 2nd at 
6:00 a. m. The Congress will have traveled 11,462 
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miles. Dr. Palmer will carry with him letters from 
Governor Moeur to officials of the countries to be 
visited. 

The ear, eye, nose, and throat specialists of Phoe- 
nix, Arizona, have recently organized as a division 
of the Maricopa County Medical Society, the pur- 
pose of which is to have programs pertaining to 
their specialties. The charter members of the 
group are: Drs. H. T. Bailey, D. E. Brinkerhoff, 
Lon Browning, H. L. Franklin, Duke R. Gaskins, 
D. F. Harbridge, B. L. Melton, Harvey E. Moss, 
F. L. Rees, Mayo Robb, W. A. Schwartz, James 
L. Johnson, Edwin Bakes, president of the group, 
and Harley Yandell, secretary. 

Dr. Guy French is spending the month of June 
in St. Louis studying with Dr. Coughlin, head of 
Department of Surgery in St. Louis University. 

Drs. Floyd Sharp and Preston Brown have as- 
sociated themselves in the practice of obstetrics 
and gynecology, and are now located in the Pro- 
fessional Bldg. Dr. Sharp was recently in the 
Grunow Clinic Bldg. 

Dr. J. B. Van Horn of Tucson has long been 
yearning to catch a Marlin swordfish; his ambi- 
tions now have to be moved up for recently he 
brought back a 207 pound swordfish from the Gulf 
of New Mexico measuring 10 feet three and one 
half inches. 

Dr. Harley Yandell is spending the month of 
July in clinics in St. Louis after which he will visit 
in Washington, D. C. before returning. 

Dr. R. M. Tafel] recently of Williams, Arizona, 
pioneer physician and former City Physician of 
Phoenix, died July 3 at Williams, Arizona. 

Dr. Joseph Bank, Assistant Professor of Gas- 
troenterology at the University of Pennsylvania 
Graduate School, is on leave from that Institution, 
and is opening up an office for practice of his 
specialty in Phoenix, Arizona. 

Dr. Kent Hathorn Thayer, son of Dr. and Mrs 
L. H. Thayer of Phoenix, Arizona, has been award- 
ed the degree of doctor of medicine by the Uni- 
versity of Chicago. He expects to take the State 
Board Examination this fall and locate in Phoe- 
nix. 





The New Mexico Medical Society 


Notes of the Fifty-third Annual Session, 
Albuquerque, N.M., May 23-25, 1935. 


Albuquerque, always 2 mecca for members of the 
Society because of the hospitality, cordiality and 
good fellowship extended by its doctors and resi- 
dents, ran true to usual form in 1935, and drew a 
large number of physicians from all parts, includ- 
ing those who seldom attend meetings elsewhere, 
as well as the steady faithful who never fail in at- 
tendance at all sessions. 

Registrations headquarters and all scientifc and 
business sessions were held in the Franciscan Ho- 
tel where members were cordially welcomed and 
enjoyed the privileges accorded at this beautiful 
hostelry. 


For advancement of scientific and professional 
knowledge, the Bernalillo County Medical Society 
presented a wonderfully instructive, well-balanced 
program, with scientific papers by men outstand- 
ing in their respective fields, which was further en- 
hanced with vigorous round-table discussions at 
the luncheons. Interesting scientific exhibits at- 
tracted considerable attention, especially those by 
the New Mexico State Health Department, the 
Lovelace Clinic, St. Joseph's Hospital and Van 
Atta Laboratories. 


The smoker at the Elks’ Club on Thursday eve- 
nine was a vala attraction, varying from old- 
fashioned Dutch lunch, with liquids on the side, 
through the courtesy of Philip Morris & Co., Ltd., 
to wrestling and boxing matches, fancy and fan 
dances by guests and members. One thing was 
certain, everyone had a good time, and if there 
were headaches the morning after, Rx’s were 
liberal. 

The tea at the residence of Mrs. J. W. Hannett, 
under the auspices of the Women’s Medical Aux- 
iliary, honoring the visiting ladies, and also the 
dinner dance at the Franciscan Hotel, were well 
attended, providing pleasing entertainment and 
diversion after the strenuous sessions. 


Important Business Transacted 

Elected to membership: Dr. Sam R. King, Fort 
Stanton, N. M.; Dr. Fred Leslie, Hot Springs, N. 
M.; Dr. Harry A Patterson, Fort Stanton, N. M. 
Applications for membership pending: Dr. J. N. 
Becker, Parkview, N. M.; Dr. Hilton W. Gillett. 

Motions Passed 

Legislative Committee.—Continued and instruct- 
ed to again employ Attorney Gilbert to look after 
the interests of the medical profession in New 
Mexico. 

Legislative Committee.—Instructed to have bill 
drafted and recommended for passage at next 
session of Legislature, incorporating in a $2.00 an- 
nual registration fee for every practitioner of med- 
icine in the state. For non-residents, fee should be 
$10.00. 

Malpractice Insurance.—Appointment of com- 
mittee of five members on Medical Defense, to con- 
fer with the representative of the U. S. Fidelity & 
Guaranty Insurance Company on behalf of the 
Society, to adjust any difficulties that may arise 
and treat the whole situation. Members of com- 
mittee: Dr. W. R. Lovelace, Albuquerque; Dr. Carl 
Mulky, Albuquerque; Dr. L. B. Cohenour, Albu- 
queraue; Dr. F. F. Doepp, Carlsbad; Dr. C. H. 
Gellenthien, Valmora. 

F.E.R.A. Agreement.—Appointment of committee 
known as Medical Relief Committee, to confer 
with the New Mexico Emergency Relief Adminis- 
tration relative to medical care of indigents in 
New Mexico; that this committee be given full 
power to act for the New Mexico State Medical 
Society until the next annual meeting in revising 
F.E.R.A. fee schedules or setting up any plan for 
administration of medical relief that may seem 
advisable. Committee so appointed: Dr. Carl Mul- 
ky, Albuquerque; Dr. G. T. Colvard, Deming; Dr. 
R. L. Bradley, Roswell; Dr. V. E. Berchtold, Santa 
Fe; Dr. F. H. Crail, Las Vegas. 

Committee to study the problem and various 
plans for handling low income medical practice 
and make report at the next annual meeting. 
Committee appointed: Dr. R. O. Brown, Santa Fe; 
Dr. W. R. Lovelace, Albuquerque; Dr. H. A. Miller, 
Clovis. 

Election of Officers 

President-elect—Dr. M. B. Culpepper, Carlsbad; 
Vice-president—Dr. George W. Jones, Clovis, N. 
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M., (re-elected); Secretary-treasurer—Dr. L. B. 
Cohenour, Albuquerque, (re-elected); Members of 
Council for Three Years—Dr. C. B. Elliott, Raton 
(re-elected); Dr. R. O. Brown, Santa Fe (re-elect- 
ed); Delegate to A.M.A.—Dr. H. A. Miller, Clovis 
(re-elected); Alternate—Dr. W. R. Lovelace, Al- 
buaquerque; Board of Managers, Southwstern Med- 
icine—Dr. C. H. Gellenthien, Valmora; Dr. J. R. 
Earp, Santa Fe. Meeting place, 1936—Carlsbad, 
N. M. 
Resolutions Adopted 
Resolution: “WHEREAS, the medical profession 
and the public have the right to look to the Ameri- 
can Medical Association to assume a role of lead- 
ership in both the scientific and legal phases of 
all branches of medical practice; and, 
WHEREAS, The whole subject of birth control is 
seriously in need of scientific study and investi- 
gation; be it 
RESOLVED, That the New Mexico State Medi- 
cal Society request the House of Delegates of the 
American Medical Association to initiate a com- 
prehensive program with respect to the study of 
birth control, instructing its appropriate agencies 
to undertake the necessary scientific study; and 
be it 
FURTHER RESOLVED, That our delegate to 
the House of Delegates be instructed to urge and 
vote for the adoption of such a program of in- 
vestigation; and that the Secretary be hereby in- 
structed to forward a copy of these Resolutions to 
the Secretary of the American Medical Associa- 
tion.” 
Resolution: “During the past year the following 
New Mexico physicians have died: 
J. A. Reidy, Albuquerque, N. M. 
Augustus Davis, Superior, Wyoming. 
S. L. Wilkinson, Belen, N.M. 
Cc. F. Milligan, Clayton, N.M. 
S. M. Edmondson, Clayton, N.M. 
Cc. G. Duncan, Socorro, N.M. 
T. P. Martin, Taos, N.M. 
A. W. Smith, Roswell, N.M. 


WHEREAS, Divine intervention has ended the 
active practice of a number of the members of the 
New Mexico State Medical Society, during the 
past year, who in their passing, have taken from 
us valuable friendships and associations, and , 

WHEREAS, these physicians have left us only 
our memory of them and the deep impress they 
made on patients and friends, 

THEREFORE, BE IT RESOLVED, the New 
New Mexico State Medical Society in regular an- 
nual session expresses its deep sorrow because of 
the loss which it has sustained in the passing of 
Dr. J. A. Reidy, Albuquerque, N.M., Dr. Augustus 
Davis, Superior, Wyo.; Dr. S. L. Wilkinson, Belen, 
N.M.; Dr. C. F. Milligan, Clayton, N.M.; Dr. S. M. 
Edmondson, Clayton, N.M.; Dr. C. G. Duncan, 
Socorro, N.M.; Dr. T. P. Martin, Taos, N.M.; Dr. 
A. W. Smith, Roswell, N.M. 

BE IT*FURTHER RESOLVED, that the min- 
utes of our meeting bear the expression of these 
sentiments and that appropriate indication be 
sent to the families of the deceased. 

(Signed) W. R. Lovelace, 
F. H. Crail, 
G. T. Colvard, 
Committee on Necrology. 


Resolution: Be It Resolved ,that this society ex- 
press to the Mayor, City Officials and citizens of 
the City of Albuquerque, New Mexico, our deep 
appreciation of the splendid reception and cour- 
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tesies extended our membership and Auxiliary 
during our sojourn in this, the metropolis of New 
Mexico, during our annual meeting for 1935. 

Be It Resolved that this Society extend to the 
Press of the City of Albuqueraue our compliments 
for the splendid cooperation in making this, our 
53rd Annual Session of the New Mexico State 
Medical Society and its Auxiliary, the success it 
has proven to be. 

Be It Resolved that the New Mexico Medical 
Society and its Auxiliary in 53rd annual meeting 
held in the City of Albuquerque, May 23rd, 24th, 
and 25th, extend to the Bernalillo County Medical 
Society and its Auxiliary our deep appreciation of 
the royal reception given our organization and 
for the interesting and profitable scientific pro- 
grom, as weil as the social entertainment, offered 


us. 
(Signed) H. A. Ingalls, 
R. L. Butler, 
H. A. Miller, 

Comittee. 


Thoze physicians registered were: 


Adler, S. W., Albuquerque, N.M. 
Alexander, H. W., Santa Fe, N.M. 
Amb.er, C. J., Mountainair, N.M. 
Anderson, Cyrus W., Denver, Colo. 
Ballenger, Irby B., Albuquerque, N.M. 
Batzon, C. B., McLean, Texas 
Barzen, J. A., Rochester, Minn. 
Barton, W. C., Santa Fe. N.M. 
Beam, M. P., Albuquerque, N.M. 
Berchtold, V. E., Santa Fe, N.M. 
Blakesell, M. A., New Mexico Home and Training 
School, Las Lunas, N.M. 
Bradley, R. L., Roswell, N.M. 
Brown, A. F., Fort Sumner, N.M. 
Brown, O. H., Phoenix, Arizona 
Brown, Robert O., Santa Fe, N.M. 
Brown, W. L., El Paso, Texas 
Brush, C. L., Albuquerque, N.M. 
Bumpus, H. C., Pasadena, Catif. 
Burton, V. L., Albuquerque, N.M. 
Butler, R. L., Clovis, N.M. 
Cantrell, W. B., Gallup, N.M. 
Clark, S. C., Albuqueraue, N.M. 
Cohenour, L. B., Albuquerque, N.M. 
Colvard, George T., Deming, N.M. 
Cook, L. C., Albuquerque, N.M. 
Cornish, J. R., Albuquerque, N.M. 
Crail, F. H., Las Vegas, N.M. 
Culpeper, M. B., Carlsbad, N.M. 
Cunningham, M. A., Deming, N. M. 
Diver, J. C., Springer, N.M. 
Dougherty, J. M., Tucumcaria, N.M. 
Douthirt, C. H., Santa Fe, N.M. 
Duncan, D. G., Albuquerque, N.M. 
Elder, John W., Albuquerque, N.M. 
Elliott, C. B., Raton, N.M. 
Elliott, L. F., Albuqueraue, N.M. 
Epler, C., Pueblo, Colo. 
Espinosa, T., Espanola, N.M. 
Evans, Arthur J., Elida, N.M. 
Foster, Joseph, Santa Fe, N.M. 
Frank, C. A., Albuquerque, N.M. 
Frank, J. E., Santa Rosa, N.M. 
Frisbie, Evelyn F., Albuquerque, N.M. 
Gellenthien, C. H. Valmora, N. M. 
Goelitz, H. W., Albuquerque, N.M. 
Garduno, J. L., Albuquerque, N.M. 
Gekler, W. A., Albuquerque, N.M. 
Gerber, C. W., Las Cruces, N.M. 
Goodwin, Frank, El Paso, Texas. 
Gore, Georee J., Albuquerque, N.M. 
Green, Martin, San Francisco, Calif. 
Gerber, C. F., Las Cruces, N. M. 
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Hamett, J. W., Albuquerque, N.M. 
Harris, J. E. J., Albuquerque, N. M. 
Hart, C. S., Dawson, N.M. 

Heller, F. M., Pueblo, Colo. 
Hendricks, C. M., El Paso, Texas 
Hass, S. L., San Francisco, Calif. 
Holbrook, W. Paul, Tucson, Arizona 
Homan, Ralph H., El Paso, Texas 
Hensley, E. T., Portales, N.M. 

Hollis, R. G., Ft. Stanton, N.M. 
Ingalls, H. A., Roswell, N.M. 

Jones, George W., Clovis, N.M. 

Johns, E. W., Albuquerque, N.M. 
Johnson, F. H., Carrizozo, N.M. 
Kaser, W. E., Las Vegas, N.M. 
Kempers, B., Albuquerque, N.M. 
King, Sam R., Fort Stanton, N.M. 
Kisner, J. C., Clayton, N.M. 

Lamon, J. D., Jr., Albuquerque, N.M. 
Lathrop, A. S., Santa Fe, N.M. 
Latson, H. H., Amarillo, Texas 
Leslie, Fred, Hot Springs, N.M. 
Lovelace, W. R., Albuquerque, N.M. 
Lukens, C. E., Albuquerque, N.M. 
Manwell, G. E., Magdelena, Texas 
Matthews, E. C., Albuquerque, N.M. 
Meacham, C. C., Albuquerque, N.M. 
Mendelson, R. M., Albuquerque, N.M. 
Miles, L. M., Albuquerque, N.M. 
Miller, C. A., Las Cruces, N.M. 
Miller, Felix P., El Paso, Texas 
Miller, H. A., Clovis, N.M. 

Minat, V. N., Las Vegas, N.M. 

Moir, J. G., Deming, N.M. 

Monaco, D. F., Santa Fe, N.M. 
Mortimer, H. M., Las Vegas, N.M. 
Mulky, Carl, Albuquerque, N.M. 
Muir, J. W., Las Vegas, N. M. 
Naffziger, H. C., San Francisco, Calif. 
Packard, Robert G., Denver, Colo. 
Payne, H., Raton, N.M. 

Peters, L. L., Albuquerque, N.M. 
Porter, Ralph E., Fort Stanton, N.M. 
Richards, P., Albuquerque, N.M. 
Rife, Dwight W., Santa Fe, N.M. 
Rodger, H. E., Albuquerque, N.M. 
Rogers, Emmett E., Albuquerque, N.M. 
Scott, James R., Albuquerque, N.M. 
Sheridan, W. M., Albuquerque, N.M. 
Soiland, Albert, Los Angeles, Calif. 
Stofer, J. W., Gallup, N.M. 

Stone, Frank, Santa Fe, N.M. 

Stroup, H. A., Artesia, N.M. 

Stump, Robert M., Winslow, Arizona 
Swearingen, F. G., Roswell, N.M. 
Tarkington, Grayson T., Albuquerque, N.M. 
Thomas, W. H., Albuquerque, N.M. 
Thorpe, Byron B., Tucumcare, N.M. 
Van Atta, J. P., Albuquerque, N.M. 
Vinyard, J. P., Alouquerque, N.M. 
Walls, E. C., Albuquerque, N.M. 
Wheeler, A. J., Albuquerque, N.M. 
Wittwer, N. F., Las Lunas, N.M. 
Woolston, William H., Albuquerque, N.M. 
Wylder, M. K., Albuquerque, N.M. 
Mr. George McAlman, El Paso, Texas 
Mr. MacWhorter, J. H., El Paso, Texas 





BOOK REVIEWS 


THE AUTOMATIC DISEASE OF THE 
RHEUMATIC SYNDROME 
T. M. RIVERS, M.D., Author of Focal Infections. 
The Resulting Morbidity and Treatment for 
Same, Arthritis with special Reference to Cause, 
Proteins in Human Pathology, Blood Pressure, 
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Arthritis in Industry, and other papers on medi- 
cal subjects; Dorrance & Company, Inc., Phila- 
delphia. 

As a general rule medical books are written by 
phyisicans who are practitioners in large cities, 
and generally they are in large medical centers. 
Dr. Rivers is located in a small town in Florida 
which has the euphonious name of Kissimmee. 
The mere fact that the author is not in connection 
with a great medical institution is no argument 
against his having written a most creditable book. 

He regards certain diseases as intimately influ- 
enced by the autonomic nervous system; while 
certain individuals have a tendency in one direc- 
iton tor exampie vagatonia, others may have sym- 
pathet:tonia. He continues that the body may be 
flooded with toxines. First among the toxines are 
amines which may affect one or another tissue 
and difierent in difierent inaivdiuals, depending 
upon whether the sympathetics or the para-sym- 
pathetics predominiate. It is a variation from the 
balanced state of the autonomic system which is 
morbid. The .morbid variations or unbalance in 
the functional activity of the organization is what 
determines the type of disease. 

The allergen and the endocrines have their spe- 
cific effects in determining the type of the di- 
sease in the two types of persons. He continues in 
much detail discussing a large group of symptoms 
and diseases. 

The book is well worth reading by medical men 
because of its suggestiveness. 


PRACTICAL TALKS ON HEART DISEASE: by 
George L. Carlisle, M. D., Associate Professor of 
Clinical Medicine, Baylor University, Dallas, Tex- 
as; Cnarles C. Thomas, Springfield, Illinois; Balti- 
more, Maryland. 

I know of no book on the heart which presents 
sO many data in such a limited space in such a 
clear understandable manner as does this book. It 
is written primarily for the general practitioner. 
‘The author thinks as a general rule the refinements 
Lor the study of the heart, such as the electrocardi- 
ogram are usually unnecessary. His dissertation on 
murmurs and ordinary affections of the heart are 
shori and to the point. From reading page 50, 51 
and others one might think that the book is an ad- 
vertisement for S.C.A. serum and antigen. He has 
evidently had excellent results with these agents. 
Tne book is recommended for those who wish a 
terse review of the facts on the heart. 


THE 1934 YEAR BOOK OF NEUROLOGY, PSY- 
CHIATRY AND ENDOCRINOLOGY: Neurology ed- 
ited by Hans H. Reese, M. D., Professor Neurology 
and Psychiatry, University of Wisconsin Medical 
School; Psychiatry, edited by Harry A. Paskind, M. 
D., Assistant Professor of Nervous and Mental Dis- 
eases, Northwestern University Medical School; At- 
tending Neurologist, Evanston Hospital; Associate 
Attending Neurologist, Michael Reese Hospital; En- 
docrinology, edited by Elmer L. Sevringhaus, M.D., 
Associate Professor of Medicine, University of Wis- 
consin Medical School; The Year Book Publishers, 
Inc., 304 South Dearborn Street, Chicago, Illinois. 


This is a handy size volume of nearly 800 pages 
presenting the work of the past year on these sub- 
jects. If one wishes to have information, for exam- 
ple, on syphilis of the nervous system, he finds 
about 15 pages devoted to it; or if he wishes in- 
formation on the development of migraine, he finds 
about 16 pages dealing with this subject; 251 pages 
are devoted to the advance in endocrinology. To a 
pane interested in these subjects this book is in- 
valuable. 
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THE COMPLEAT PEDIATRICIAN; Practical, Di- 
agnotic, Therapeutic and Preventive Pediatrics; 
for the use of Medical Students, Interns, General 
Fractiluioners, and Pediatricians: by Wilburt C. 
Davison, M.A., D.Sc., M.D., Proiessor of Pediatrics, 
Duke University School of Medicine, and Pediatri- 
cian, Duke Hospital; Formerly Acting Head of De- 
partment of Peuiatrics, The Johns Hopkins Univer- 
sity School or Medicine, and Acting Pediatrician in 
Charge, The Johns Hopkins Hospital; Feilow, Amer- 
ican Academy oi Pediatrics and American College 
o: Physicians; Member White House Conference, 
American Pedriatic Society, and, American Board 
0. Pediatrics; Durham, N. C.; printed by Seeman 
Printery tor Duke University Press; 1934. 

This is an encyclopedia of pediatrics. If one wish- 
es to know about a disease, for example warts, he 
turns to the chapter on diseases and pages through 
tne alphabetical list until he comes to warts. A 
bries comprehensive discussion is given in about 
eight lines. Cyclic vomiting is discussed in the same 
way in 20 lines; in these tew lines, however, a tre- 
mendous amount of information is catalogued. 
Looxing tor. endocrine abnormalties the essential 
iniormation on diabetes, dGwartism, obesity, etc., is 
1.0und in about 20 lines. 

One chapter is devoted to signs and symptoms. 
If one tinds a patient in coma he may turn to para- 
graph 61 which is found through alphabetical ar- 
rangement and finds reference to some 40 ordi- 
nary diseases which in turn will be found in the 
chapter on diseases. Chapter three deals with pre- 
ventive measures; chapter five deals with feeding; 
chapter six with drugs; chapter seven with labor- 
atory methods. This would seem to be an extremely 
practical book for pediatricians and all others 
treating of child diseases. 


HOW TO PRACTICE MEDICINE: by Henry W. 
Kemp, M. D., New York; Paul B. Hoeber, Inc., New 
York; Price $2.50. 

For one physician to attempt to tell another how 
to practice medicine might seem like the first 
physician had too much ego and too little regard 
tor the intelligence of the average run of physicians. 
Dr. Kemp, however, presents his thesis in a man- 
ner which makes one realize that he is not consum- 
ed with ego and that he knows there are many 
things he can learn from others. 

He has written this book primarily for the young 
physician just beginning practice. He says one 
should “read this book as one eats fish—eat the 
meat and leave the bones.” 

He says many splendid things. Among the titles 
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of chapters are: Choosing location; office and 
equipment; care and personal appearance; office 
consultations; house calls; religion, politics, and so- 
cial graces; nurses; etc. 

‘ _ physician should profit by a reading of this 
ook. 

Opening the book at random, we choose several 
short quotations which may show something of the 
author's astuteness; “See things from his (pa- 
tient’s) viewpoint;” ‘don’t overlook any complaints 
or pain;” “women don’t love women;” “as a rule 
women don’t want other women to know or hear 
their defects or troubles;” “never hurt the patient 
physically or financially;” “it is unnecessary to 
mention the diagnosis;” “mention the good facts in 
the case;” “don’t give printed instructions;” “give 
advice but don’t explain it.” 

The book is filled with interesting and helpful 
statements. 


BRONCHOSCOPY, ESOPHAGOSCOPY _ and 
GASTROSCOPY; A manual of Peroral Endoscopy 
and Laryngeal Surgery; by Chevalier Jackson, M. 
D., Sc.D., LL.D., F.A.C.\S., Professor of Broncho- 
scopy and Esophagoscopy, Temple University; 
Bronchoscopist, Temple University Hospital; and 
Chevalier L. Jacpson, A.B., M.D., M.Sc. (Med.), 
F.A.C.S., Professor of Clinical Bronchoscopy, Tem- 
ple University; Bronchoscopist Temple University 
Hospital; third edition, reset with 225 illustrations 
and 15 color plates; W. B. Saunders Company; 
Philadelphia and London; 1934; Price $9.00. 

Jackson’s book is so well and favorably known 
by the medical men of the world that nothing need 
be said of it except that this, the third edition, is 
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When you taste Petrolagar note its delightful flavor. 
This unusual palatability assures patient coopera- 
tion. Petrolagar is a-mechanical emulsion of liquid 
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entirely reset. It is now translated into Italian and 
into French. Everything is told regarding indica- 
tions and uses of the bronchoscope, the esophago- 
scope and the gastroscope. It would seem that Jack- 
con has had every sort of experience that it is pos- 
sinle to have in which these instruments might be 
of use. The authors hase splendid use of the English 
language and make th subject matter clear and 
interesting. The printing art is beautifully por- 
trayed; the cuts as well as the type are excellent. 
Every physician doing any of the work which is 
described in the book will wish to have a copy of 
tne book, ‘ . 


THE ROMANCE OF EXPLORATION AND 
EMERGENCY FIRST-AID FROM STANLELY TO 
BYRD; Chicago Century of Progress Exposition, 
1934; Burroughs Wellcome & Co., 9-11 & 13-15 East 
41 Street, New York City. 

We seldom consider a drug catalogue worthy of 
review; but the Romance of Exploration is most 
interesting. The work of each explorer is treated in 
brief. Enough is said to arouse one’s interest and 
refresh one’s mind on the deeds of many daring 
men. Several of the great explorers have been 
physicians. Among those mentioned are: Sir Rich-~- 
ard Francis Burton, Captain John Hanning Speke, 
James A. Grant, Samuel Baker, Dr. David Living- 
stone, Henry M. Stanley, Theodore Roosevelt—the 
elder, Dr. Sven Hedin, Roy Chapman Andrews, 
Roald Amundsen, Leif Ericsson, John Cabot, Henry 
Hudson, General A. W. Greely, Dr. Salomon August 
Andree, Walter Wellman ,Admiral Robert E. Peary, 
Vilhjalmur Stefansson, Captain Robert S. Scott, Sir 
Ernest Shackleton, Lincoln Ellsworth, Rear-Ad- 
miral Byrd, and others. 

The various explorers and their accomplishments 
are discussed in order to tell that each took with 
him an emergency first-aid kit prepared by Bur- 
roughs Wellcome & Co. 


THE 1934 YEAR BOOK OF GENERAL THERA- 
PEUTICS: by Bernard Fantus, M.S., M.D.; Pro- 
fessor Materia Medica, Pharmacology and Thera- 
peutics, University of Illinois College of Medicine; 
Member, Revision Committee of the United States 
Pharmacopoeia and of the National Formulary Re- 
vision Committee; Director of Therapeutics, Cook 
County Hospital; The Year Book Publishers, Inc., 
304 South Dearborn St., Chicago, Illinois. 

It is said that every physician should read at 
least one new book a year. I am very certain that 
one’s patients would recommend that every so many 
years a general review of therapeutics should be 
made. 

Dr. Fantus has long been an exponent of the idea 
that more attention should be paid to the details 
6f the treatment of a case. He has not only review- 
ed the advancements of 1934 but he has attempted 
to reiterate many of the standards of therapeutic 
measures which have stood the test of time. This 
is a book which a physician will wish to keep on his 
desk until the next ‘““Year Book of General Thera- 
peutics” is printed. 


CONCEPTION PERIOD OF WOMEN: by Dr. 
Kyusaku Ogino, Head of the Gynaecological Sec- 
tion of Takeyama Hospital, Niigata, Japan (Nip- 
pon); English Translation by Dr. Yonez Miyagawa, 
Director of Government Institute for Infectious Dis- 
eases, Tokyo Imperial University, Hongooku, Tokyo, 
Japan; Medical Arts Publishing Company, Harris- 
burg, Pa.; June 6, 1934. 

This is another small book—about 95 pages—on 
the subject of birth control with discussion of the 
fertile and sterile periods. The author states that 
he has written his book with an ideal and the hope 
that it will contribute ideals to married life. 
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“After smoking the diethylene 
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weeks ...the tongue conditions 
cleared up completely in each 
case.” 
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Some Clinical: Observations on the Influence of 
certain Hygroscopic Agents in Cigarettes. 


Laryngoscope, 1935, XLV, 149-154* 


SEE ALSO 
Pharmacology of Inflammation: III. Influence of 


hygroscopic agents on irritation from cigarette smoke. 
Proc. Soc. Exp. Biol. and Med., 1934, 
32, 241-245* 
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The results lake in these papers find 
a practical application in Philip Morris 
cigarettes, in which only dictholias ‘glycol 
is used as the hygroscopic agent. To any 
Doctor who wishes to test them for 
himself, the Philip Morris Company will 
gladly mail a sufficient sample on request 
below. * * 
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* Reprint of papers from ngo- 
scope 1935 XLV, 149-154 and from 
Proc. Soc. Exp. Biol. and Med., 
1934, 32, 241-245. 
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PHYSICIAN’S CAPITAL INVESTMENT 
(Continued from page 247) 
what socialized medicine will be like; but this 
need not be unless the organized profession re- 
mains indifferent to the coming of socialized 
medicine and allow it to be without the guid- 
ance of medical men and without a carefully 
considered plan; the politicians otherwise will 
create the system and we shall be moulded in- 
to it. The last paragraph is, “Shall we propose 
a carefully considered plan of socialized medi- 
cine, or are we to fight among ourselves and 
let outsiders come in and tell us what to do?” 


KNOW YOUR LEGISLATORS 

The Ohio State Medical Journal for June of 
this year calls attention to the importance of 
medical men’s knowing whether their prospec- 
tive legislators are properly informed and have 
correct viewpoints on health and medical 
questions. This means that every physician 
must take an active interest in political af- 
fairs. When a man announces himself for an 
office a physician should ascertain what his 
viewpoints are about medical subjects. The 
medical profession has great political strength 
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and influence in political affairs; for the most 
part the profession is not aroused nor suffi- 
ciently appreciative of their powers. Every 
county society should have a strong committee 
whose duty it is to keep track of legislative 
matters and upon the types of individuals who 
will do the legislating; the information ac- 
quired should be passed along to individual 
physicians. 'They jin turn should pass the 
data on to their patients; and the physicians 
should not be “mealy-mouthed” in asking the 
patients to do what the medical profession 
wishes. If the physicians of a community will 
put up a united front they can have great 
political influence; they must be united and 
all work to the same end. ; 





ATTENTION, READERS: 

Existence of a journal depends to a large 
extent on revenue from advertisements. Con- 
tinuance of advertisers depends on their pat- 
ronage. Therefore, patronize those appearing 
in this journal. Detach and mail coupons at- 
tached to advertisements. Thus you may re- 
ceive something for nothing. Readers are re- 
quested to observe these suggestions. 
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